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COLLECTIVE REVIEW 


HYDATID CYSTS OF THE SPLEEN 


ROYAL H. FOWLER, M.D., F.A.C.S., Newark, New Jersey 


VERY THOROUGH analysis of hydatid 

cysts of the spleen was presented in 1924 

by H. W. Mills, of San Bernardino, Cali- 

fornia, who also reported 4 cases which 

he himself observed. He abstracted 50 cases from 
the literature, the first 17 of which are historical 
and 33 of which were reported in the period be- 
tween 1900 and 1924. The author has drawn 
freely from this masterpiece of thoroughness. 
Mills states, “All the earlier cases were regarded 
as postmortem rarities. Berthelot appears to 
have reported the first case in 1790. In 1808 
Luderson added another. The condition was 
almost unknown before 1821 when Morgagni 
published his autopsy case. This was followed by 
Barret’s postmortem observation in 1827. Other 
cases were recorded by Degaillo in 1850, Voisin in 
1852, Davaine in 1860, and Magdelian in 1868. 
Besnier in 1875 brought the subject up to date 
and Lefevre’s thesis appeared in the same year. 
In 1876 Brault published his case in which “hyda- 
tidenterie” obtained. At postmortem it was found 
that an enormous hydatid cyst of the spleen had 
ruptured into the transverse colon. Various theses 
rapidly followed by Le Noél in 1879, Lainé in 
1888, Casanova in 1901, Trinkler in 1893, Cras in 
1896, Roche and Vanvert, both in 1897, and 
Baraduc in 1898. In 1889 Quenu recorded a case 
with successful treatment by the transpleural 
route and Leprevost, one in which recovery fol- 
lowed after the patient was tapped twice. Dieula- 
foy’s lectures at l’Hotel Dieu were delivered in 
1890 and remain a classic. He reported 2 per- 
sonal cases. In Germany only 5 hydatid cysts of 


Dr. Fowler died while this review was being prepared for pub- 
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the spleen had occurred up to 1889, of which 3 
were reported in 1885. ‘Trinkler collected 70 
cases, including his own, in which the patients 
recovered after operation in two stages. Cras’s 
thesis was based on 14 cases, including 2 personal 
ones. The first patient recovered after incision 
and drainage. The second had a suppurating 
hydatid cyst of the spleen which perforated the 
diaphragm; the patient died after transthoracic 
drainage. Roche’s thesis was based on 2 previ- 
ously unpublished cases of hydatid cyst from 
Marseille. One patient recovered after marsu- 
pialization of the cyst.”” Carl R. Steinke’s report 
of 2 cases of echinococcal cysts, one of the liver 
and one of the spleen, appeared in 1942. Paul 
found 2 cases in the autopsy records of the Penn- 
sylvania Hospital. Recently the author collected 
I4 more cases up to 1952, which are tabulated. 


INCIDENCE AND DISTRIBUTION 


In a previous study in 1921, the author found 
191 examples of splenic hydatid cysts and esti- 
mated at that time that these cysts were about 
twice as common as nonparasitic cysts. The 
latter were rare, but a large number have since 
been reported and they now lead in frequency. 

The author found that other structures were 
involved in 72 per cent of the cases. Cisnozzi 


TABLE I.—SEX OF PATIENTS WITH HYDATID 
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| Males | 26 
Sex | 7 Females } 21 
| Total 47 
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TABLE II.—AGE OF PATIENTS WITH HYDATID 























CYSTS 
10-20 4 
20-30 | 8 $5.0 
30-40 10 
Age 40-50 | " oe 
50-60 5 45% 
7 60 70 ea a a 
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found hydatid cysts in the spleen in 4 of his 
62 cases of echinococcus disease, while the liver 
was involved in 44 cases. According to Warot 
these cysts are infrequent even in Iceland and 
Australia which are the most hydatid infested 
countries in the world. Iceland statistics are given 
by Finsen as 0.78 per cent. Wilson, of Adelaide, 
Australia, states that hydatids of the spleen are 
comparatively rare. Braquehaye also estimated 
that 2.1 per cent were in the spleen, while Thomas 
estimated 2 per cent. In 88 cases the spleen was 
involved and in 45 cases the disease was limited 
to the spleen alone. From the Argentine Vegas’ 
and Cranwell’s estimates of 3.7 per cent must be 
accepted. Albo, of Uruguay, notes that in Monte- 
video hospitals from 1908 to 1912, among 375 
cases of hydatids there were only 3 of the spleen. 
Pena states that in the children’s clinic from 1896 
to 1913, there were 2 hydatids among 150 pa- 
tients who were operated upon. This gives a 
percentage of about 1 per cent for Uruguay. Com- 
bined South American statistics for the Argentine 
and Uruguay show a percentage of 2.3, the same 
as that of Deve. Greenway’s statistics for Argen- 
tina show 2.14 per cent for the spleen. On the 
continent of Europe Trinkler has pointed out 
that, whereas hydatid cysts of the spleen are 
fairly common in France and Germany [most 
authors (Lainé, Warot, Martin) think more so in 
the latter country], Russia is accorded the first 
place. In his list of 70 cases, 48 came from France 
and Germany and only 7 from Russia, yet the 
latter figure was obtained in a period of 5 years, 
while the former covered the period back to 1790. 
Mills found only 16 cases of hydatid spleen in the 
literature of North America up to 1924. Steinke 
estimated in 1942 that about 3 cases of hydatid 
disease occur yearly in the United States and 
Canada, but rarely in a native born American. 
Practically all the patients are immigrants from 
Iceland, Italy, Great Britain, Germany, Russia, 
Greece, Argentina, and Uruguay. He reports 1 
active case of splenic cyst in a Hungarian, 
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CLASSIFICATION 

The hydatid cyst is the only form of parasitic 
cyst. It may be single or multiple. The former is 
rare. The ascending, or immobile, and the de- 
scending, or mobile, types are described by 
Dieulafoy. Since the appearance of Dieulafoy's 
articles in 1898 his classification of hydatid cysts 
of the spleen into cortical, central, and juxta- 
splenic has been generally accepted. Scherb has 
added the abdominothoracic type. Froma surgi- 
cal viewpoint Segond and Potherat divide hyda- 
tids of the spleen into three groups: (1) those 
containing much fluid but few daughter cysts, (2) 
those packed with vesicles, and (3) suppurating 
cysts. A further classification according to loca- 
tion was suggested by Martin in 1908: (1) ante- 
rior cysts—gastrosplenic, (2) posterior cysts— 
pancreaticosplenic, (3) superior cysts—hepatico- 
splenic, (4) inferior cysts—anterosplenic, and (s) 
parietal cysts—with secondary infection lighted 
up by trauma and with bloody or purulent con- 
tents. Cysts may exist in either active or obso- 
lete forms. 

LOCATION AND SHAPE 

The location of the cysts is often central. They 
are also found at the periphery or they may be 
juxtasplenic. The elongated shape with a pointed 
lower pole has been said to be characteristic. The 
author believes that this is due to the predilec- 
tion of the cyst for the center of the spleen which 
causes the poles to be separated by upward or 
downward growth; this shape may exist in any 
type of cyst. There is no general consensus as to 
the relative frequency of Dieulafoy’s forms. Thus 
Davaine regards the cortical as the most usual 
form and Bland-Sutton concurs believing that 
the subperitoneal connective tissue is the selected 
habitat of the parasite in man. On the other 
hand, Mortureux, Dieulafoy, Hanot, and Hahn 
usually regard these cysts of the spleen as a cen- 
tral tumor with surrounding compensatory splenic 
hypertrophy. The juxtasplenic cysts are usually 
secondary. 

MODE OF ENTRANCE 

How do echinococci get into the spleen? In- 
frequency of splenic infestation is not surprising 
when we consider that the liver stops 75 per cent 
of the hexacanth embryos. The lungs filter 10 
per cent, which leaves 15 per cent for infection in 
other parts. Man is not a favorite host for the 
taenia and many die by the wayside. Brailsford 
states that the feces of an infected dog which isa 
primary host may possess an enormous number of 
ova. These ova, having been swallowed, are 
attacked by the gastric juice which dissolves the 
ova shells and sets free the embryos. These em- 
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TABLE III.—SEVENTEEN CASES OF HYDATID CYSTS (1850-1897) COLLECTED BY MILLS 
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Age of patient 
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| Treatment | Result | 
















































































Reporter | Sex of patient Remarks 
7 : Arnozan 
aaa Blum | | | Marsupialization Recovery | Fistula 
~;. Bourdel Male II } | 
oa Brault | Male 57 | | Rupture into colon 
oF Casanova | Female 37 | Excision, partial Recovery | Fistula : 
| marsupialization | } 
Degaille a 7 | Male F 22 * | Drainage, caustic potash | Death on Infection — 
Dieulafoy Saati tie | ne “Male fp 48 4 Marsupialization | Recovery. | Ascending type — 
s. Dieulafoy it | 7 “Male iia ighasiehonaing | Splenectomy | Recovery | Descending type j 
». Durozier a x ae i; | a Rupture into bronchus 
Grane mass | Female 18 mais | Spontaneous rupture, a 
| | | cysts passed per rectum 
Lainé anieinisnseeameent oo “Male | 61 Incision and drainage | st 
12. Ma laren re : | | Membrane removed, | ~—tst—i‘sé*d*Sinus ee ee 
| | drainage | 
ay Oliver ee Female | | Attached to anterior | Attached by pedicle lower 
abdominal wall pole 
+. Roche ayaa eins | . | Marsupialization | Recovery “Swelling followed fall : 
Skoda Se.) oe Male | 46 | 3 punctures, iodine Recovery — 
Sneguirew _ | | | Splenectomy | i 
17. Trit kler Female | 46 | Drainage | Recovery | Fistula 





bryos obtain access to radicles of the portal vein 
and are carried to the liver. In the liver most of 
the embryos settle and develop cysts but a pro- 
portion get through into the general circulation 
via the inferior vena cava and the right heart 
from which they are carried to any tissue of the 
body. Leuckert has found them in the portal cir- 
culation which explains their entrance into the 
liver. This is the site of predilection. An explana- 
tion is that after being freed from the capsule by 
the action of the digestive juices the embryos 
traverse the gastric and intestinal walls by boring 
their way directly into the spleen where this organ 
is in touch with the stomach and colon. They push 
their way through actual or potential spaces or 
they may travel in the lymphatics. The extreme 
rarity with which the embryos are found in the 
lymph glands and vessels speaks against lym- 
phatic transference. The route of invasion is now 
conceded to be through the blood stream although 
Gangolphie taught that the lymphatic route ob- 
tained. This possibility rests on 2 cases, one of 
Deve’s (primary hydatid cyst of a mediastinal 
lymph gland) and one of Dufau’s quoted by Roche 
(1897) in which a hydatid cyst was found in the 
interior of an inguinal gland in a female who also 
had a hydatid cyst of the liver. This was probably 
a case of contemporaneous primary development 
in the liver and in the inguinal gland. Although 





hydatid sand might gain access to the inferior 
vena cava by rupture, brood capsules and scolices 
would have fetched up in the pulmonary capil- 
laries. These capillaries will transmit the hexa- 
canth embryo but not the scolex which is five or 
six times as large. The theory has been cham- 
pioned by Cras that larvae may migrate upstream 
into the spleen from the portal vein. Vegas and 
Cranwell have pointed out that if this actually 
were true one ought to find as many primary hy- 
datid cysts in the spleen as in the liver. Again, 
Chachereau has suggested another route and 
thinks that the embryos bide their time and, 
instead of perforating the gut high up, wait until 
they have arrived at the rectum and can take 
advantage of the fact that they can thereby short- 
circuit the liver and lung filters and arrive at the 
heart via the hemorrhoidal vein. One must con- 
cede the hardiness of the parasite after reading 
Leidy’s account of brood capsules in a cyst, the 
host of which (a dissecting room subject) had 
been pickled for months in zinc chloride; this 
conduct of the embryo is striking. Finally, 
Mariau has observed in the newborn small veins 
passing from the splenic flexure of the colon to the 
lower pole of the spleen—another back door for 
the embryo. But why look for bizarre routes 
when a simple one is obvious? The hexacanth 
embryos with a loss of 85 per cent of their effective 
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TABLE IV.—THIRTY-THREE CASES OF HYDATID CYSTS (1900-1924) COLLECTED BY MILLS 






















































































































































































Reporter | Sex of patient | Age of patient | Treatment Result | Remarks 
“1. Australian correspondent, Lancet | Male 48 | Death | Trauma, rupture : 
= Biondi _ 7 od Female | 42 oer Splenectomy ; st Recovery | = 
"3. Bonet “| Female |  60.~—«(| Autopsy 4 | ee 
“4. Cardarelli_ : 7 mm ~~ Female | 4t~——s«j Aspiration =| _ | 800 cc. a 
a Ceraulo —— a |i ~~ ‘Female 7 _ “499 as Tapped _ inmate Recovery | a is 
6. Ceraulo non’ Male | 13 a Tapped ere Recovery ee 
“9. Gristopheraon ae = Female ae 30 eo ae | Broad ligament ‘omen- a 
| | | tum, mesentery 
8. Delore and Poncet 7 Female _ pa 25 : Splenectomy = el Recovery | Pelvis, omentum — oar 
‘9. Finkelstein = = | Male = [Splenectomy | Recovery | a 
10. Finkelstein : Male ye a Splenectomy | Recovery i a aoa 
11. Finkelstein ==—st=<“<i~‘“;M”*SMd: ~ 25 -{Splenotomy —«|_-: Death’ | io. 
12. Giannettasio | Female | 38 + ~—*(| Splenectomy ——'|_ Recovery |6Litersof pus 
13. Granowsky am ~ Female | ~-14.~—~—~«4| Splenectomy = ~—*(|:~Recovery | 2 (iti(‘;S~™S 
14. Lubbers and Noordenbos || Male <_< - | Death | Siam 
15. Martin, AW “Female 23 a | Pedimnculated iia 
16. Martin, A. Male 36 Splenectomy _ | Death | Omentum, thorax 
17. Martin, A. iy : a Male Z i J “48 Splenec tomy : a Death _ | Pneumothorax, accidental 
| | | rupture of diaphragm 
18. Martin, A. | Male —| 33° t. Enucleation ‘| Recovery | 7 
| 2. Splenectomy | 
19. Martin, AD | Male | “35 Marsupialization .-—'| Recovery | 
20. Martin, A. _ » Male 52 Marsupialization 7 | Recovery 7 Spi aa 
21. Pieri and Poucel | Female — "35 | Resection, suture —«| ‘Recovery |Kidney =” 
22. Scherb | Male — ~ | Marsupialization | Recovery | Contained 12 liters 
23. Schmarda von aj aa 7 Wine - ae 37 : : ‘Splenectomy i | ‘Recovery Left lobe of liver ae: 
24. Seagar - "Male | —str_——«| Marsupialization =| Recovery | 
25. Sherren : | Female | 25 ‘| Splenectomy = ~—*| ‘Recovery | sts 
26. Symington - : ie : j ees Gua | cise: ie i 
a7. Taddei OO | a oe | Capitonnage sag ‘Pelvis and peritoneal a 
| | cavity 
28. Tedenat : iti | Male - 33 | Splenectomy sie - Recovery 20 multiple cysts a. 
weight 1,825 gm. 
> Villar —— a ; ea Subtotal splenectomy a Recovery | Pancreas, mesentery, - 
marsupialization omentum 
30. Warot mats | Female 42 | Incision, suture iad 4 Ectopic spleen 
31. Wilson | Female 39 | Marsupialization Recovery | 
32. Zak, E | Female 29 | | Lungs, abdomen 
33. Zwirn | Female 55 Drainage, lavage with Recovery | 4 liters. 
ether, closure 








strength arrive via the liver and lungs at the left 
heart whence the 15 per cent of survivors are dis- 
tributed throughout the body. For mechanical 
reasons the brain takes the first toll and the kid- 
neys, muscles, and connective tissue take prece- 
dence over the spleen and therefore 2.1 per cent is 
a very fair share for the latter, which, in order of 


frequency, is involved fifth most commonly in the 





adult and sixth most commonly in the child 
(Deve). Lagranda and Marrugat believe that the 
parasites reach the spleen via the arterial blood, 
which, if true, is a simple explanation, but no 
reference is available to support their presence in 
arterial blood. It has been assumed that the em- 
bryo may migrate directly from the intestine to 
the inferior vena cava through the lower and mid- 
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dle hemorrhoidal veins without passing through 
the liver or it may penetrate through the intes- 
tinal mucosa and migrate through the chyliferous 
ducts and the thoracic duct into the superior vena 
cava and the general circulation. Some authors 
thought that under the influence of abdominal 
strain the embryo may migrate from the portal 
vein into the splenic, and thus reach the spleen the 
more readily, as this venous system has no valves. 
Finally, one author reported venous anomalies 
with some veins from the left colon and part of 
the descending colon extending directly to the 
lower pole of the spleen. The classic theory still 
seems most likely; according to it the embryo 
would perforate the intestinal mucosa, penetrate 
into a vein, and be carried through the portal vein 
into the liver. There, if it is small or passes 
through an abnormally dilated capillary, it would 
overcome the hepatic obstacle and be carried into 
the vena cava and the right heart, and from there 
into the lungs where a second obstacle is en- 
countered and, if the latter is overcome, into the 
left heart and through the arteries into the spleen. 


PATHOLOGY 


The Taenia echinococcus is the most dramatic 
actor of the cestodes. The adult worm is the 
smallest and its cysts are the largest. It is from 
213 to6mm. long. The scolex has 4 suckers. Its 
rostellum has two rows of hooks, 28 to 500 in 
number. There are 4 segments, the first of which 
is sterile, the second contains both male and fe- 
male organs, and the third segment is gravid and 
contains some 500 eggs. The uterus shows lateral 
knobs, but no branches. Genital pores alternate. 
The eggs are ovoid, measure 30 to 36 microns, and 
are not found in man. When ingested by man 
they avoid the intestinal tract and hide securely 
from medication of the internist in various tissues 
and organs where they may succumb only to the 
surgeon’s knife. The embryophore when dis- 
solved in gastric juice becomes the freed onco- 
sphere which settles down and forms a cyst with 
an outer cuticle and an inner layer of parenchyma 
enclosing a cavity filled with fluid. An outer pro- 
tective connective tissue wall is formed by the 
host. Brood capsules up to several thousands 
may form. Each capsule contains 30 or more 
scolices. Each scolex when transplanted may 
form an entirely new cyst; this occurs by dissemi- 
nation from spontaneous or traumatic rupture of 
the mother cyst. Should the cyst remain present 
in the spleen long enough, the embryos may die 
before their life cycle can be completed and the 
fluid absorbed. According to Paul, this period 
may be from 4 to 15 years. In the active echino- 


coccus cyst, living parasites, both active and obso- 
lete, may be found. The obsolete cyst may show 
no eosinophilia. Beneath the densely fibrous or 
calcified capsule is the characteristic laminated 
chitinous membrane and in the caseous, creamy 
white cyst contents, hooklete derived from dead 
scolices may be found. In the United States this 
form is found more frequently than the active 
cyst. The cysts may begin in the interior of the 
organ which expands. They may begin in the 
periphery and the spleen then appears as a mass 
adherent to the cyst wall with which it is incor- 
porated. Cysts may begin in the capsule of the 
spleen or outside of it and remain attached to the 
spleen by a pedicle which is broad or narrow. The 
spleen may be hypertrophied or may appear to be 
reduced in size in consequence of its partial incor- 
poration in the wall of the cyst. As the cyst 
slowly increases in size it may enlarge in an up- 
ward direction, displace the diaphragm, perforate, 
and thus gain access to the lung or to the pleural 
cavity. It may enlarge in a downward direction 
and occupy the greater part of the abdominal 
cavity. : 
DIAGNOSIS 

There may be no symptoms other than mechan- 
ical which are due to the presence of the cyst. The 
x-ray examination may reveal a shadow which 
Paul describes as resembling a calcified football. 
Fuster and Godlewski observed anaphylactic 
symptoms 5 days after drainage. Martelli has 
reported 3 cases of echinococcal cysts and believes 
diagnostic signs are to be found both in the blood 
and in the urine. Eosinophilia may reach four 
times the normal or may be absent in dormant 
cases. In the ascending type the lower ribs may 
be pushed out and the measurement of the left 
half of the chest will greatly exceed that of the 
right half. In the descending type a painless en- 
largement of the abdomen may slowly develop, 
which in the case of Queno and Duval was mis- 
taken for pregnancy (Martin). The signs pro- 
duced will vary in different cases and the symp- 
toms will indicate either thoracic or an abdominal 
distress. Pain, a sense of heaviness, dyspnea, and 
vomiting are all present at times. Hemoptysis has 
been observed. Constipation has been attributed 
to adhesions to the colon. The cyst may become 
adherent to the stomach. Two cases of perfora- 
tion into this organ are recorded by Gerin-Roze. 
It may burst into the colon and cause a spurious 
diarrhea; it may rupture into the general peri- 
toneal cavity, or it may become adherent to the 
skin and discharge daughter cysts to the surface. 
In a few cases infection of the cyst may be acute 
and be attended with high temperature and chills. 
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Calcification of the smaller cysts appears to be 
frequent. It occurs in the later stages when it is 
evidence of the latency of a cyst. A correct diag- 
nosis will be based upon the symptoms and physi- 
cal signs, the reaction of Weinberg, Casoni’s cu- 
taneous test, reactions of Ymas-Lorentz and Gul- 
dini, and the evidence afforded by a roentgeno- 
graphic examination. Hydatid fremitus may be 
present. An elongation of the spleen caused by 
the separation of the two poles by a central mass 
is not necessarily suggestive of echinococcus tu- 
mor. In neither of Moynihan’s cases did he make 
an accurate diagnosis before operation. José Arce, 
of Buenos Aires, Argentina, has written extensive- 
ly on hydatidosis. He devotes only one small 
paragraph to this disease in the spleen as follows: 
“Hydatid cyst of the spleen is even more diffi- 
cult to diagnose than that of the kidney. Only the 
increase in size of the organ or the presence of a 
large tumor in the left hypochondrium of a pa- 
tient coming from a zone of infection may suggest 
the disease.” 

The Magrath cutaneous scratch and the Casoni 
intradermal tests remain positive after the cyst 
has been removed or when it is dead. The comple- 
ment fixation test is positive in 85 per cent of the 
living cysts but is negative after removal. Eosino- 
philia is the result of absorption or rupture of the 
cyst. 

Splenic puncture for diagnosis may reveal 
hooklets, but the procedure should not be per- 
formed. 


TREATMENT 


According to Moynihan, splenectomy is not 
always necessary. If the cyst is central and ex- 
pands the spleen nothing else is possible. If the 
cyst is peripheral or juxtasplenic then marsupiali- 
zation may be the wiser method. Adhesions, so 
frequently found around the spleen, make peri- 
toneal contamination unlikely, especially if for- 
malin has been first injected into the cyst. Re- 
moval of the spleen may present difficulties almost 
as great as those encountered in cases of splenic 
anemia. This is true in the ascending type when 
adhesions to the diaphragm may be exceedingly 
dense. Moynihan was compelled to remove a 
portion of the diaphragm with the tumor. He 
closed the gap in the muscle and the patient re- 
covered. Jentzer holds that a growing cyst 
threatens rupture into the peritoneal cavity, 
bronchi, colon, small intestine, or any adjacent 
organ and may reduce the splenic parenchyma to 
a thin layer. Treatment must be surgical. The 
method to be adopted depends on the general 
condition of the patient and the local condition of 
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the cyst. According to Jentzer, in the case of a 
large cyst with adhesions and in infected cysts a 
radical operation is not feasible and marsupializa- 
tion should be done in two stages. Healing re- 
quires from 2 to 4 months. In the second stage 
the fibrous capsule is incised and the chitinous 
capsule is extirpated. Introduction of the great 
omentum into the cavity of the cyst after enucle- 
ation has been suggested. Splenectomy is less 
dangerous than marsupialization and is indicated 
whenever the spleen is mobile and large. Mills 
investigated the subject on a visit to South Amer- 
ica and states, “I found that the majority of the 
leading surgeons in Argentina and Uruguay were 
by no means wedded to splenectomy as a routine 
treatment. They reserve this procedure for cases 
of multiple cysts or those in which the spleen is 
practically destroyed. Smaller cysts they pre- 
ferred to treat by the closed method and sup- 
purating cysts by marsupialization.” Zavaleta 
believes that marsupialization is preferable in the 
majority of cases. He uses a Finochietto aspirator 
which permits simultaneous perforation of the 
membrane and aspiration and thereby prevents 
dissemination of the fluid. The procedure of 
Llovet-Varsi of evacuation with closure of the 
cyst and fixation to the wall is used rarely and is 
applicable only to small single cysts with clear 
contents. Extirpation of the cyst is feasible only 
exceptionally if the cyst is pedicled. The mortal- 
ity of evacuation and marsupialization is 9 per 
cent; that of the Llovet-Varsi procedure is 13 per 
cent. A second adjacent cyst can be evacuated at 
times and drained through the first. Splenectomy 
may be indicated in calcified cysts as evacuation 
and drainage may lead to persistent fistulas. 
Transplants may occur in the abdominal wall fol- 
lowing drainage, but in spite of this warning this 
feature is brushed aside by Cignozzi who advo- 
cates splenostomy for the reason that in his ex- 
perience dense adhesions have generally interfered 
with the performance of splenectomy. A persis- 
tent fistula has resulted in some cases from mar- 
supialization (Solieri, Heruteux). In other cases 
the results have been successful (Huntington). 
Cignozzi considers the secret of success in drain- 
age lies in a very wide opening in the cyst and the 
maintenance of an ample external opening from 
the outset in order that there may be a passage- 
way between the cyst and the splenostomy open- 
ing. Cignozzi completely fills the cystic cavity 
with sterile gauze which is changed after 48 hours 
and then daily for 8 to 10 days. Packing must be 
continued conscientiously for 3 to 5 months. Cig- 
nozzi stresses later plastic repair of the abdominal 
wall. Martelli also recommends marsupialization. 
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TABLE V.—FOURTEEN CASES OF HYDATID CYSTS (1924-1952) COLLECTED BY FOWLER 







































































Reporter Sex of patient Age of patient Treatment Result Remarks 
4 ~ Calcamo, B.N. Splenectomy | 
ee Cannico Male 52 Splenectomy Recovery | Calcified 
4 Goinard Male 57 Incision, drainage, Cured Calcified. Diagnosis with 
formalin injection, x-rays. Fistula for 4 
closure, reopened years. Rupture into 
colon 
4. Jentzer Male 56 Autopsy Cancer of lung 
5. Jentzer Male 48 Splenectomy Recovery 
6. Lagrand and Marrugat Female 51 Marsupialization and Recovery | 10% eosinophilia 
ainage 
“7. Lagrand and Marrugat Female 47 Laparotomy followed by Calcified 6% eosinophilia 
partial marsupialization 
through roth rib. Trans- 
pleural drainage 
8. Moynihan Splenectomy, part of Recovery 
diaphragm removed 
“9. Moynihan Splenectomy Recovery 
Bx = pea ee Sereaneete Se as Sees seer: 
10. Museum R. Coll. Surg. #2890 Male | } 
11. Pavlovsky | | | | 
12 Steinke Male | 32 | Splenectomy | Recovery | Cyst of omentum, liver, 
| recurred | bladder, and |. kidney 
13. Zannini, G. Details lacking | Reference not available | | 
14. Zavaleta Male Marsupialization | Recovery | Hypogastric hydatid 











The best treatment for the splenic cyst, when 
possible, is splenectomy. Marsupialization is fre- 
quently followed by a long-standing fistula which 
may lead to amyloid degeneration of the spleen, 
liver, and kidneys. Finkelstein estimates that 
there have been 46 patients with echinococcus 
cysts subjected to splenectomy up to 1909 with 8 
deaths, to which the author adds 2 unpublished 
cases of Sherren and Hitzrot, without mortality. 
The operative death rate for 48 splenectomized 
patients is about 15 per cent. Lubbers and Noor- 
denbos report a fatality following splenectomy and 
discuss cases reported in the Dutch literature. 
These authors are of the opinion that the descend- 
ing type lends itself to splenectomy more readily 
than the ascending type. There are, in all, accord- 
ing to Mills, 56 reported cases of splenectomy up 
to 1924 with a mortality of 14.3 per cent. Koe- 
berle’s splenectomy was the first recorded case in 
1873. His patient died. Successful results were 
later reported by Credé, Thornton, Fehleisen, 
Wright (3 cases), and Mas (18809, the first success- 
ful Spanish case). Among Cras’s 14 cases reported 
in 1896, Hahn’s patient was treated by splenec- 
tomy and recovered. Vanverts, an advocate of 
splenectomy, reported 18 cases in 1897 with 15 
recoveries, a mortality of 16.5 per cent. Fevrier 
in 1901 adds 3 cases of Moulonguet, Carnable, 
and Slavtcheff to Vanverts’ list; of these 21 pa- 
tients, 18 were cured, a mortality of 14.3 per cent. 


In 1901 Leonte of Rumania reported 12 splenec- 
tomies with only 8 recoveries. In the same year 
Tedenat credits Hahn with 5 cures in his 7 cases, 
while Muscatello had a mortality of 14.2 per cent. 
Trofiniofi’s mortality was 28 per cent for incision 
and drainage. In 1 of his personal cases the pa- 
tient recovered after splenectomy; in another, in 
which the patient was treated by incision and 
drainage, the cyst ruptured into a bronchus. Villar 
in 1903 writes of splenectomy as the operation of 
choice. Jordan (1903) reports a successful result 
in a case of his own and abstracts 17 cases from 
the literature with 15 cures, a mortality of 11.8 
per cent. Warot (1905) gives the mortality as 
11.5 per cent in 40 cases. Granowsky in 1905 re- 
ported 1 splenectomy with recovery. In 1906 von 
Schmarda reported a successful result and men- 
tions 26 splenectomies in the literature in addition 
to a case (unpublished) similar to his own. In 
1908, Johnston, of Richmond, Virginia, cited 8 
successful cases reported between 1900 and 1908. 
He gives the mortality up to 1908 as 17.8 per cent. 
Martin, in 1908, reports 3 splenectomies with 2 
deaths. In 1911, Biondi reported a successful re- 
sult and Froelich another in 1913. The author, 
writing in 1911, quoted Bergman’s case as the 
second successful splenectomy for hydatids and 
gave the mortality of splenectomy as 17 per cent. 
The same author, writing in 1922, gave the mor- 
tality for 48 splenectomies as 15 per cent. Edel- 
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man, of New York, performed a successful splen- 
ectomy in 1921. Mei, with his experience among 
the Bedouin tribes in North Africa, prefers mar- 
supialization. The splenectomy for hydatid cyst 
reported in 1922 by Lubbers and Noordenbos re- 
sulted in death. 

Splenectomy has been condemned as too radical 
by some of the older authorities (Chaintre, Ber- 
nier, Mortureux, Cras, Blum, Poulet, Roche) and 
also by Warot, Finkelstein, and Began and Cran- 
well for the majority of cases. Martyn-Jordan has 
perhaps written the most eloquent plea for con- 
servatism and shows that partial splenectomy 
limited to the lower half of the spleen is a safer 
operation in dogs than splenectomy. Splenec- 
tomy, on the other hand, is accepted by Hahn and 
Driaucourt as the operation of choice when the 
cyst is intrasplenic, the spleen is mobile, and no 
infection or dense adhesions are present. Splenec- 
tomy is favored by Winckel, Vanverts, Jonnesco, 
Jordan, Fevrier, and Hartian when the spleen is 
mobile and also by Dieulafoy, Casanova, and 
most of the recent authors. This will eliminate 
recurrence from an overlooked cyst. Some au- 
thors, however, hold different opinions (Gauchet 
and Pachon, Beau, Charrin, Pitts and Ballance, 
Lewerenz and Ascoli.) The splenectomized pa- 
tients in the cases recorded by Trinkler recovered 
except in 1 reported by Koeberle and in this in- 
stance previous tapping was partly responsible for 
the result. The careful selection of cases should 
still further reduce splenectomy to 5 to 1o per cent, 
as suggested by Mayo in 1913 for splenectomies 
in general. Partsch has pointed out that most 
fatalities after splenectomy are due to hemorrhage 
resulting from separated adhesions and that only 
the preoperative induction of pneumoperitoneum 
can give a clear conception of the extent of such 
adhesions. It is thus seen that both conservative 
and radical treatment has been recommended for 
hydatid cysts. In Canonico’s hospital 11 out of 
17 patients were treated surgically. Posada’s 
method of cystotomy, evacuation, and closure 
were used in 4 cases, marsupialization in 5, and 
splenectomy in 2. Canonico holds that radical 
operations are contraindicated in large cysts if 
firm extensive adhesions exist between the surface 
and subdiaphragmatic or parietal peritoneum. 
Calcagno stresses the importance of avoiding un- 
necessary excisions and believes with Pavlovsky 
that splenectomies are rarely required in hydatid 
cysts of the spleen. Thinning of the parenchyma 
alone is not sufficient reason for removing the 
organ. This writer believes that calcification does 
not seriously hamper the process of repair and 
that partial resection of the cyst wall should be 





INTERNATIONAL ABSTRACTS OF SURGERY 


considered sufficient. Extirpation of the pericys- 
tic tissue is justified only under exceptional condi- 
tions. José Arce recommended splenectomy in 
1941. Ina recent study of splenectomy for hyda- 
tids the author finds a mortality of 10 per cent in 
the last 20 cases. 
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Cited by Martin. Thése de Paris, 1908 (Obs. 3). 

HaBerson. Hydatid cyst of the spleen. Guy’s Hosp. 
Rep., Lond., 1869, 14: 213. 

Haun. Kyste hydatique de la rate; splenectomie. 
Soc. med. de Berlin,. June 12 and 25, 1895. 

Hamitton. Postmortem case of hydatid cyst of the 
spleen. Dublin J. M. Sc., 1868, 46: 236. 

Hanot. Compensatory hypertrophy of the spleen 
affected with hydatid cysts. Bull. Soc. med. hop. 
de Lyon, 1896, July 18. Presse med., April, 1895. 

HARLEY. Results of puncture in treatment of hyda- 
tid cysts. Tr. Med. Chir. Soc. Edinburgh, 1866. 

HARTMANN. Hydatid cyst of spleen; splenectomy; 
cure. Cited by Vanverts (Obs. 76). 

HERCZEL, von. Cited by J. B. Johnston. 

Hocet. Hydatid cyst of spleen; marsupialization; 
cure in 7 months. Med. Rec. Calcutta, 1893, p. 386. 

Hovuzet. Cited by Fevrier. 

Huser. Hydatid cyst of spleen; death due to amy- 
loid degeneration of kidneys and intestinal mucosa. 
Muench. med. Wschr., 18go, vol. 37. 

Hutcuetr. Med. Rec. 1896, p. 426. 

Ixawitz. Solitary hydatid cyst of spleen. Cited by 
Rostochinsky. 

ITHURRAT, FERNANDEZ. Second national medical 
congress, B. Aires. J. Am. Ass., 1022, 79: 2018. 
Jazpoutay. Exosplenopexy. 1894. Cited by Villar. 
Jackarp. Hydatid cyst of spleen. Cited by Trinkler 

(Obs. 50). 

JeEJEBHOY, Sir J. Hydatid cyst of spleen. Cited by 

Cras (Obs. 7). 


Brit. 


. JentzeER, A. Unilocular echinococcus cyst of the 


spleen. Schweiz. med. Wschr., 1947, 77: 95. 

Jounston, J. B. Splenectomy. Ann. Surg., 
48: 50. 

Jones, H. W. A case of multiple echinococcus cyst. 
Mil. Surgeon, August, 1920, 47: 219. 

The Thirteenth Cong. internat. de 
med. Sec. de chir. gen., 1900. 

KEHLBERG. Cited by Trinkler (Obs. 30). 

KeERMISSON. Gaz. hop., 1883. 

KoEBERLE. Kyste hydatique de la rate. Gaz. méd. 
Strasbourg, 1873, No. 12. 

Kueun. Hydatid cyst of spleen. Cited by Trinkler. 

LAFARGUE. Hydatid cyst of spleen found postmor- 
tem. Gaz. sc. méd. Bordeaux, September 6, 1885. 

LaGRANDA, R. A., and MArruGaT, O. L. Hydatid 

cyst of the spleen. Prensa méd. argent., 1947, 

34: 1050. 


1908, 


INTERNATIONAL ABSTRACTS OF SURGERY 


127. 
128. 


129. 


I4I. 


142. 





. LUDERSEN. 


Lain£, H. Kystes hydatiques de la rate. Thése de 
Paris, 1889. 

LeBLanc. Splenectomy for hydatid cysts of the 
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Brit. J. Surg., 1914, 2: 341. 

Sxopa. Echinococcous lienis. 
1868. 
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Wschr., 1919, 99: 2535. 

ZANNINI, G. Echinococcus of spleen; indication for 
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Submaxillary lithiasis (La lithiase sous-maxillaire). 
M. DecHAuME, M. BONNEAU, and J. PAYEN. Presse 
méd., 1952, 60: 908. 

The authors discuss their experiences with a series 
of 60 cases of calculi in Wharton’s duct. The stones 
were never found in the substance of the submaxil- 
lary gland but always in the duct, frequently at its 
origin from the intraglandular canaliculi at the su- 
perior pole of the gland. They were often multiple; 
of the 60 cases, 15 presented 2 or more (up to 5) 
calculi. 

The pathogenesis is not known. In all of the cases 
the authors observed marked dilatation of the duct 
in its entire length, not only in the portion proximal 
to the stone. They propound the following theory: 

Irritation in the area of the trigeminus nerve from 
dental or other causes produces contraction of the 
circular fibers of the sphincter of Wharton’s duct and 
relaxation of the longitudinal fibers. This causes 
stasis and inspissation of the saliva and may give 
rise to calculus formation. 

The diagnosis is made by bimanual palpation 
which reveals swelling in the submaxillary area and 
may be mistaken for a lymph node. Roentgeno- 
grams in different planes and, if necessary, sialog- 
raphy clinch the diagnosis. Sialography i is important 
ior the differentiation from lithiasis of the sublin- 

ialis gland and inflammation of the submaxillary 

sea At the same time it shows the degree of re- 
aectaey distention of the ducts. The sialogram 
should be repeated after 30 minutes and again after 

2 or 3 days to observe the evacuation of the injected 

lipiodol. In 1 case the authors observed persistence 

of lipiodol droplets which wandered slowly in the 
1ity of the gland. They interpreted this finding 
as proof of a current of tissue fluid flowing from the 
sland toward the general circulation and conjecture 
t the submaxillary gland may also have an endo- 
crine function. 

The treatment is removal of the stones by the 
endobuccal route. The incision is made with the 
electric knife; no suture is used for closure of the in- 


cision. The authors do not favor extirpation of the 
gland. They have never observed a recurrence of the 
calculi. WERNER M. Sormitz, M.D. 


The Surgical Treatment of Temporomandibular 
Ankylosis (Indirizzi nella cura chirurgica dell’anchi- 
losi tempero-mandibulare). Luca Birossr Coro- 
NEDI. Chir. org. movim., 1952, 37: 14. 


rhe author describes the treatment which is being 
used for ankylosis of the temporomandibular joint at 


HEAD AND NECK 


the Instituto Ortopedico Toscano. Nine cases are 
presented. The causes of the ankylosis in these 9 
cases were as follows: in 2 cases the ankylosis was 
congenital; in 1 case it was due to dislocation of the 
mandible; in 2 cases, to fracture; in 1 case, to acute 
arthritis; in 1 case, to acute polyarticular arthritis; 
in I case to abscess formation of a typhoid infection; 
and in 1 case to excision for tumor of the mandible. 

Treatment consists in making a surgical resection 
of the joint so that it will allow sufficient opening of 
the mouth. The arthroplasty performed is quite dif- 
ficult and does not always give good results. The 
skin incision used is the Abbe-Putti. 

The author stresses the point that active and pas- 
sive motion must be started early and continued for 
a long time. ANTHONY Pino, M.D. 


A New Surgical Procedure in Bilateral Reconstruc- 
tion of Condyles, Utilizing Iliac Bone Grafts, 
and the Creation of New Joints by Means of 
Nonelectrolytic Metal. A Preliminary Report. 
ARTHUR E. SmiTH and Marsu Rosinson. Plastic 
& Reconstr. Surg., 1952, 9: 393- 


The authors present the case of a patient on whom 
a new procedure was employed for bilateral recon- 
struction of mandibular condyles. Iliac bone grafts 
were utilized and new joints were created by means 
of nonelectrolytic metal. The aim was to produce 
freely movable joints and to create intermaxillary 
relation, occlusion, and a normal profile. 

The patient was a 27 year old white male veteran 
who fractured the body of the left mandible in 1941 
while serving in the Army. He was treated by inter- 
maxillary wiring for 12 weeks and discharged to 
duty. In 1943, during combat, he was struck on the 
left side of the face with a rifle butt which caused a 
fracture of the left condyle with dislocation. The 
jaws were immobilized with intermaxillary wires for 
6 months. One week later bilateral dislocation of the 
jaws occurred. The dislocation was reduced but re- 
curred 5 times within the next 2 weeks. The jaws 
were again wired for 6 months but dislocation re- 
curred 3 days after the wires were removed. In the 
course of the next 3 years several operations were 
performed in Army and Veterans’ Hospitals. Sur- 
gical repair of the left condyle was attempted twice 
and of the right condylar area once, but recurrent 
dislocation persisted. In late 1946 a bilateral con- 
dylectomy was performed and the jaws were wired 
for 1 year. Recurrent dislocation persisted, however, 
and the patient was admitted to the service of the 
authors in July of 1948. 

Examination revealed that the mandible was re- 
truded approximately 2 cm. and an open bite of 


117 











118 





about 2 cm. was present. Chronic parotitis was 
noted on the right. Roentgen examination revealed 
absence of the two condylar heads, 

Two preliminary procedures were performed: re- 
duction of the displaced mandible and fixation by 
intermaxillary wires and ligation of both external 
carotid arteries. The condyles were then recon- 
structed—the left condyle in December, 1948 and 
the right one, 3 months later. The temporomandibu- 
lar fossa was exposed along with the upper end of the 
ramus, which was then notched to receive the bone 
graft. A section of bone was removed from the crest 
of the ilium, fashioned as a condyle, and placed 
in position, the convex upper end fitted into the 
glenoid fossa and a notched lower end placed over 
the prepared end of the ramus. The jaws were im- 
mobilized with intermaxillary wiring. 

Approximately a year later the grafts were ex- 
posed, and 3/32 inch slots were created by osteotomy 
at the point of bony union between the bone graft 
(ankylosed at the condylar end) and the ascending 
ramus. A previously prepared onlay of nonelectro- 
lytic metal in the shape of the arc of a circle was in- 
serted into this slot and fixed by a screw to the 
ramus. 

Three months after operation the intermaxillary 
wires were removed. The patient had normal inter- 
maxillary relation, centric occlusion, a hinge-type 
masticatory function, and a normal profile appear- 
ance. WitiiaM T. Fitts, Jr., M.D. 


Clinical Report of a Case of Globulomaxillary Cyst. 
Kazuo AxrraA and Jitsuo Kitamura. Oral Surg., 
1952, 5: 705. 

The globulomaxillary cyst is formed at the point of 
fusion of the globular process and the maxillary 
process in the alveolar bone, and is one of the facial 
cleft cysts which arise from the embryonal epithelial 
remnants. Approximately 12 cases have appeared 
in the literature. 

A case of globulomaxillary cyst is reported from 
the Tokyo Dental College. A young man 24 years 
of age complained of swelling, of 3 years duration, in 
the left vestibule of the mouth. The swelling became 
progressively larger and two episodes of violent 
spontaneous pain occurred. There was a localized 
swelling in the region of the left ala nasi. The cyst 
was fluctuant and approximately 3 cm. in diameter. 
Examination of the cystic fluid showed it to be 
serous, odorless, and pinkish yellow in color. It did 
not contain cholesterin. The test for albumin was 
positive; sugar was negative. The specific gravity 
was 1.035; the pH was 7.2 There were numerous 
red blood cells, but bacteria were absent. 

The cyst was removed by surgical excision and a 
good postoperative result was obtained. Micro- 
scopically, the cyst wall was made up of compact 
connective tissue, but one part of it could be sepa- 
rated into two layers—a granulation tissue layer 
and a compact connective tissue layer. The inner 
side was covered by stratified cylindrical cells and 
one part was covered by ciliated cells. This is be- 


INTERNATIONAL ABSTRACTS OF SURGERY 








lieved to be a rather typical finding;. however, in 
other reported cases the pathologic findings are not 
so typical because of secondary infection in the cyst. 
It is believed that many globulomaxillary cysts are 
not recognized because of the absence of typical 
pathologic findings after secondary infection. 
Curtis Artz, M.D. 


EYE 


Wound Closure in Cataract Surgery. Bennett Y, 
Atvis and Epmunp B. Atvis. Brit. J. Ophth., 1952, 
35: 967. 

A study was made of 452 cases of cataract extrac- 
tion in which wound closure was effected by pre- 
placed corneoscleral sutures. Fornix-based conjunc- 
tival flaps were used in 237 cases; no conjunctival 
flap was used in 215 cases. One corneoscleral suture 
was used in 151 cases and three corneoscleral sutures 
were used in 301 cases. 

Anterior chamber filling was most prompt in cases 
in which three corneoscleral sutures were used but 
no conjunctival flap; wound re-opening was lower 
also in this group. Prolapse of the iris occurred most 
frequently in cases with one corneoscleral suture and 
a conjunctival flap and not at all in cases with three 
corneoscleral sutures and no conjunctival flap. 

There was no significant difference in the amount 
of astigmatism postoperatively in the various groups. 
Variations in technique did not affect the visual out- 
come nor the incidence of complications, other than 
prolapse of the iris. 

A pre-placed corneal scleral mattress suture is de- 
scribed. A vertical groove is made at the limbus in 
the 12 o’clock meridian 8 mm. long and 0.6 mm. 
deep. One needle of a double-armed corneal suture 
is passed into clear cornea 2 mm. below the groove 
and directed upward through both lips of the groove 
to emerge from the sclera at about 2 mm. above the 
groove. The second needle is placed in a similar 
fashion 3 mm. from the first one and parallel to it. 
The two limbs of the suture are lifted from the 
groove to form parallel loops. Incision is made with 
a Graefe knife or keratome and enlarged with 
scissors. FRANK W. NEWELL, M.D. 


Toxoplasma Chorioretinitis in Adults. HELENoR 
CAMPBELL WILDER. Arch. Ophth., Chic., 1952, 48: 
127. 

Organisms with the morphologic characteristics of 
toxoplasma were found in the necrotic retina in 
granulomatous lesions in 53 eyes of adults whose 
ages ranged from 14 to 83 years. The author’s 
studies were made at the Armed Forces Institute 
of Pathology. In most cases the lesions were uni- 
lateral, and the patients were usually without symp- 
toms which could be related to their ocular disease. 
The eyes were practically blind at the time of enu- 
cleation, and subject to intermittent pain. The 
clinical diagnosis was uveitis in 28 cases, tuberculous 
uveitis in g cases, and neoplasm in the remainder. 
The original pathological diagnosis was tuberculosis 
in 30 eyes, syphilitic chorioretinitis in 3, and granu- 
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lomatous chorioretinitis of undetermined origin in 
20 eyes. 

The organisms were found in the necrotic portion 
of the retina, were gram negative, and demonstrable 
by hematoxylin and eosin staining. In celloidin sec- 
tions the extracellular crescentic forms were 3 to 5.3 
microns in length. The spherical forms commonly 
occupied pseudocysts clustered frequently around 
the nuclei of retinal cells. The necrotic lesion was 
invariably surrounded by epithelioid cells, giant 
cells, lymphocytes, plasma cells, and some eosinoph- 
iles. Among the terminal complications were cata- 
ract, intraocular hemorrhage, retinal detachment, 
atrophy bulbi, secondary glaucoma (31 cases), and 
hypotony (16 cases). James E. LEBENsOnN, M.D. 


EAR 


Otitis Externa; Bacteriological and Mycological 
Studies. Davin E. SINGER, ELIZABETH FREEMAN, 
WaRREN R. HoFFERT, REGINALD J. Keys, and 
Others. Ann. Otol. Rhinol., 1952, 61: 317. 


Otitis externa is recognized as an important disease 
entity about which there has been a recent increase 
of interest as to the exact causative agents. The 
term ‘“‘otomycosis” has been widely used to describe 
otitis externa, and mycotic infection is held to be the 
cause. The present article is the report of a bacterio- 
logical and mycological study done on both normal 
and infected ears. 

The study was done on military personnel at 
Tampa and Jacksonville, Florida, in the summer and 
fall of 1951. The clinical methods and the culture 
techniques are described. The data was obtained 
from 1,377 Cultures of normal ears and 646 cultures 
of the diseased ear canal. The bacterial and myco- 
logical findings are arranged in tables for comparison 
of the findings in diseased and normal ears. 

The investigators failed to find fungi as a major 
etiological factor in the infections. Thirty-one per 
cent of normal ears yielded fungi on culture. Only 
38 per cent of infected ears showed fungi on culture, 
and only three species occurred with significantly 
greater frequency in the infected ears than in the 
normal ears. The authors conclude that, as a primary 
or secondary etiological agent, the fungi numerically 
would still be a minor cause of external otitis. 

The most common bacteria isolated from the in- 
fected ear canals were members of the pseudomonas 
group. Only 1 per cent of normal ears yielded mem- 
bers of the pseudomonas group, but 65.5 per cent of 
infected ears showed these bacteria in heavy growth 
to almost pure culture. All other gram-negative rods 
were identified more frequently in the infected ears 
than in normal ears. 

The data obtained in this study showed that ex- 
ternal otitis is predominantly a problem of infection 
by gram-negative bacilli, chiefly the pseudomonas 
group. Other bacteria were occasionally of primary 
or secondary importance as the etiological agent. 
Fungi appear to have a limited, if any, etiologic sig- 
nificance. At least, these were the findings in that 
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particular area at the time the investigations were 
made. 

The authors recommend in vitro sensitivity tests 
on the agents causing external otitis as the best 
method of determining the drug, or drugs, of choice 
for treatment of the infection. 

FLETCHER AusTIN, M.D. 


NOSE AND SINUSES 


Successful Closure of Cerebrospinal Fluid Rhinor- 
rhea by Endonasal Surgery. Oscar Hirscu. 
Arch. Otolar., Chic., 1952, 56: 1. 


The author states that heretofore, in cases of cere- 
brospinal rhinorrhea, the rhinologist has been con- 
sulted to locate the leakage, but the repair was done 
through the cranium, by the neurosurgeon. In the 
introduction, the author reviews briefly the first de- 
scriptions of traumatic and spontaneous cerebro- 
spinal rhinorrhea. The differential diagnosis of cere- 
brospinal rhinorrhea, nasal rhinorrhea, lymphorrhea, 
and pituitary cysts is also reviewed. Identification 
of cerebrospinal rhinorrhea is readily accomplished 
by the injection of neutral dye into the subarachnoid 
space. 

The treatment may be: 

Expectant. The condition may subside spontane- 
ously, or may last for a period of 18 years. In the 
author’s case, the cerebrospinal rhinorrhea (due to 
an operation for carcinoma) subsided after a period 
of 3 years. Meningitis, which occurred at this time, 
was cured by means of antibiotics. 

Lumbar puncture. Although a few authors have 
reported success in the treatment of cerebrospinal 
rhinorrhea with lumbar puncture, the method is not 
approved by neurosurgeons. 

Cauterization has been recommended by deAl- 
meida, and this method of treatment was repeated 
by Love and Gay. Treatment was successful in 1 
case but failures were reported in 3 cases. 

Roentgen therapy was introduced by Sgalitzer and 
proved successful in 9 of 10 patients so treated by 
this author. 

Neurosurgical closure of the tear in the dura was 
conceived by Grant, was successfully performed by 
Dandy, accepted by Cushing, and modified by a 
number of neurosurgeons. 

Hamlin was first among the neurosurgeons to use 
this method of closure of a leakage in the floor of the 
sella. Rhinologists became interested in the treat- 
ment of this condition during the world wars, espe- 
cially World War II, when numerous head injuries 
were observed. This interest was reflected in the 
discussions presented during the combined session of 
rhinologists and neurosurgeons in England, in 1942, 
and in Austria, in 1950. 

The author encountered cerebrospinal rhinorrhea 
in 2 acromegalic patients operated upon by his 
transsphenoidal septal method. Both patients had a 
moderately enlarged sella and offered only a small 
field for operation. The leakage, which was located 
in the utmost posterior part of the sella in an area 
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that could not have been reached by the cranial pro- 
cedure without inviting greater disaster, had to be 
closed endonasally. Dohlman described an instance 
of repair of a spontaneous cerebrospinal ‘rhinorrhea 
from the cribriform region by means of a flap taken 
from the middle turbinate, but it was believed that 
this procedure would not be applicable for such re- 
mote leakage as that existing in the author’s cases. 

In the first case, after many vain attempts to close 
the leakage which had been present for a period of 
4 months, the author elaborated a method by which 
a flap of the septum was utilized. The leakage was 
at the junction of the floor of the sella and its 
dorsum. Since the patient was operated upon by the 
transsphenoidal septal method, it was only necessary 
to separate both flaps of the septum from each 
other. One flap was turned with its raw surface into 
the sphenoidal sinus towards the roof of the sinus 
where the leakage occurred. The first attempt failed 
because of inadequate length of the flap. After a 
short interval the other septal flap was used, and 
since it was in the process of healing, the end of the 
flap and the roof of the sphenoid was refreshed by a 
50 per cent solution of silver nitrate. The second 
attempt was successful. Because both flaps of the 
septum were used a defect resulted, but without dis- 
comfort to the patient. 

In the second case, analagous to the first, being 
also an acromegaly with moderately enlarged sella, 
the leakage which developed was immediately cov- 
ered by the septal flap; it took at the first attempt. 

In both cases meningitis developed and was 
The method, de- 


promptly cured by antibiotics. 
scribed in detail, can be used for endonasal treat- 
ment of cerebrospinal rhinorrhea in any location. 
The septal flap must be cut according to the location 
of the leakage. 


Vacuum Frontal Sinusitis—Absorption of Air from 
the Frontal Sinus; An Experimental Study on 
Dogs. JouN J. BALLENGER and Howarp C. 
BALLENGER. Ann Otol. Rhinol., 1952, 61: 542. 


The medical literature contains scant information 
as to what happens to gases trapped in a paranasal 
sinus by closure of the sinus duct. On theoretical 
grounds it would seem that air could be absorbed 
from the blocked frontal sinus via the blood stream, 
as has been demonstrated in atelectasis, pneumo- 
thorax, pneumoperitoneum, and in other portions 
of the body. 

The frontal sinuses of 15 dogs were chosen for the 
experiments because of their relative large size. 

A small trephine hole was drilled through the 
nasal bones over the nasofrontal duct just inferior 
to the floor of the sinus. This duct was closed by 
packing dry gauze through that portal. 

A second trephine opening of approximately 1 cm. 
in diameter was then made through the anterior 
bony and mucosal wall of the frontal sinus, picking 
the highest dome of the sinus as the site for the hole. 
A rubber stopper, carrying a No. 16 blunt needle in 
its center, was immediately fitted snugly into the 
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hole. The needle was then connected by means of 
rubber and glass tubes to a 1 c.c. pipette graduated 
in 1/1ooths. This pipette was held horizontally on a 
level with the sinus and contained a colored drop of 
alcohol as an indicator. This volumetric scale was 
insulated against changes in volume produced by 
variations in room temperature by enclosing the 
horizontal 1 c.c. pipette (except for the tip which 
received the rubber connection) in a water jacket. 

A closed system of the frontal sinus, connecting 
tubes, and horizontal 1 c.c. pipette was thus created 
and any change in volume of the gases within the 
sinus was reflected in the motion of the colored drop. 

Three series of experiments were made. The first, 
using the set-up described, was designed to measure 
changes in volume. The second series of experiments 
was designed to measure changes in pressure. The 
apparatus necessary in this case was the same as that 
described, with the addition of a second manometer 
tube, held vertically, interposed between the dog 
and the horizontally held 1 c.c. pipette. Then, either 
of two things was done: (a) the volume was followed 
for a short period and when it began to fall—indi- 
cating beginning reduction in the volume of gas— 
the pressure tube was opened and the volume tube 
blocked off, or (b) the pressure was followed through- 
out. The tip of the vertical pressure tube was 
immersed in water and measurements of the height 
in millimeters of the water column were made. 
The third series of experiments was done with use of 
either the volume-measurement or the pressure- 
measurement apparatus. After noting the results 
for 15 to 45 minutes, commercially pure oxygen was 
administered to the animal in an effort to reduce the 
pN2 of the blood, thereby theoretically enhancing 
the speed of absorption of the air trapped in the 
frontal sinus. The gas was administered by a snout 
mask containing an intake valve for the oxygen 
and an outlet valve for the expired air. On inspira- 
tion the former valve would open, permitting oxygen 
to enter the mask, and on expiration the latter valve 
would open, permitting expired air to be forced out; 
thus the rebreathing of carbon dioxide was held at a 
minimum. Post-mortem examinations were done on 
all the sinuses. 

The following results were obtained: 

Volume changes in closed sinuses. Of the 23 sinuses 
studied, the volume increased in every case for the 
first 10 to 20 minutes. To what extent this increase 
in volume of the trapped gases can be attributed to 
changes in temperature was investigated by calcula- 
tions based on Charles’ law which states that the 
volume of a gas varies directly with the absolute 
temperature, the pressure remaining constant. The 
air entered the sinus at room temperature but after 
closure of the trephine openings, thus trapping the 
air in the frontal sinus, the temperature of the 
trapped air rose to near that of the body temperature, 
and, according to the law of Charles, the volume 
must have increased. 

Following the initial rise in volume of the trapped 
gases, in 11 of the 23 sinuses experimented upon the 
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volume continued to rise for the duration of the ex- 
periment, and in the remaining 12, the volume de- 
creased. However, if the expansion of the trapped 
gases due to temperature changes is excluded, 12 of 
the 21 showed a reduction below the original volume. 

Pressure changes in closed sinuses. In the 5 sinuses 
examined for pressure changes the volume had be- 
gun to fall before the volumetric apparatus was 
closed and the manometer opened. The greatest 
negative pressure recorded was 66 mm. of water. 
The average for the rest of the group (other than 
experiment No. 18) was 9.34 mm. of water. 

The effects of oxygen inhalation on volume and 
pressure changes. Oxygen inhalations were given in 
three experiments in which the volume of the gases 
trapped in the frontal sinus was increasing when the 
inhalation of oxygen was instituted. In none of 
these three experiments was the increase in volume 
of the trapped gases reversed by the inhalation of 
oxygen. In one experiment the volume of the gases 
had fallen below the original volume when oxygen 
inhalation was started. Instead of the expected 
increase in the speed of absorption of the trapped 
gases, the volume change immediately reversed itself 
and began to increase. On the replacement of oxy- 
gen with air the volume again began to fall, only to 
increase again after the reinstitution of oxygen in- 
halation. 

In two experiments, oxygen inhalation was in- 
augurated after a fall in pressure was being recorded 
on the manometer. Rather than the expected further 
decrease in pressure, the pressure increased in one 
and remained stationary in the other. 

The evidence obtained in these experiments in- 
dicates that there is a partial absorption by the blood 
of gases trapped in a dog’s frontal sinus, viz.: 

1. The increase in volume of the trapped gases at 
the end of 10 minutes, with two exceptions, was less 
than the theoretically predicted values on the basis 
of increase in volume due to the temperature change. 
This indicates that some other factor or factors, 
probably absorption, was operating to decrease the 
volume of the trapped gases. 

2. In 15 of the 21 sinuses reported in these ex- 
periments (2 and 9 excluded because of incomplete 
data) the volume at the termination of the volu- 
metric recordings was below the original observed 
volume. In 5 instances the pressure was measured 
and found to be negative. 

3. These observations suggest that gases were 
absorbed from the closed sinus cavities. The rate of 
absorption in 5 successful experiments averaged 
0.00252 c.c./min. or about 0.09 per cent of the total 
volume per minute, which is a rate considerably in 
excess of the ability of the lung to absorb gases. 

There are a number of uncontrollable factors 
which may account for some inconstancy of the re- 
sults: (a) the changing permeability of the sinus 
mucosa to the absorption of gases may be due to a 
variable covering surface layer of fluids, blood, and 
mucus; (b) variable vasodilation and vasoconstric- 
tion may cause changes in the thickness of the sinus 
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mucosa and thus decrease and increase respectively 
the volume of the sinus. 

The presence or absence of secretions, hemorrhage, 
or transudates in the sinus lumen may alter the 
sinus volume. Possible explanations of the unex- 
pected results after respiration with oxygen include: 

1. The possible diffusion of oxygen into the sinus 
lumen. If the inhalation of commercially pure oxy- 
gen by the animal increased the pO, of the blood per- 
fusing the sinus mucosa above that of the oxygen 
in the trapped air there would be a diffusion of gas 
from the blood to the trapped air, thereby increasing 
the trapped gas volume. Against this possibility is 
the fact that tissue oxygen tensions are little affected 
by oxygen inhalation in the absence of arterial an- 
oxemia, because the extra dissolved oxygen amounts 
to only a fraction of the oxygen consumed by the 
tissues, so that venous oxygen tensions remain es- 
sentially unchanged. It is unlikely, although possi- 
ble in principle, that the utilization of oxygen by the 
sinus mucosa is so small that it is bathed essentially 
by arterial blood: if this were true, oxygen inhalation 
might raise the mucosa pO: and permit diffusion of 
oxygen into the sinus cavity. 

2. Possible changes might occur in the absorbing 
qualities of the surface of the mucous membrane, 
such as a sudden exudation of blood or serum con- 
commitant with the inhalation of the oxygen. This 
would decrease the speed of absorption of the trapped 
gases as well as encroach on the sinus lumen. 

3. Possible changes might occur in the caliber of 
the mucosal blood vessels. If oxygen inhalation were 
in some way able to produce a reversible vasodilation 
in the mucosal blood vessels, with a resulting change 
in the mucosal thickness, the observed results could 
be explained. Perhaps this is the most likely expla- 
nation of the phenomenon. 

In conclusion, these results indicate that if ab- 
sorption of trapped gases occurs in the sinus, the 
rate is very slow and not marked. However, this 
slow rate and small degree was greater than expected 
in comparison with the same process in the lung. 
The inconsistent behavior in some of the experi- 
ments indicates that other processes, such as vaso- 
motor changes, secretion, bleeding, or edema prob- 
ably complicated the results. The inhalation of 100 
per cent oxygen, instead of accentuating the ab- 
sorption of gases as expected, produced a readily 
reversible effect interpretable as either an increase 
in volume of the trapped gas or as a decrease in 
volume of the sinus cavity, the latter probably due 
to vasomotor changes of the sinus mucosa. 
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Contribution to the Study of Heterotopic Thyroid 
Tumors (Contributo allo studio dei tumori tiroidei 
eterotopici). Luic1 CoBetiis. Rass. internaz. clin. 
ter., 1952, 32: 395. 

Heterotopic thyroid tissue may be of aberrant or 
metastatic origin. Some writers reject the possibility 
of metastases of normal thyroid tissue. 
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Benign heterotopic thyroid tumors may appear in 
the form of single or multiple nodules. The following 
varieties may be distinguished: colloidal cystic 


adenoma, parenchymatous goiter, mixed forms, 
fibroadenoma, angioadenoma, and tumors with 


myxomatous, cartilaginous, as well as with osseous 
components. 

In a man, aged 10, three nodules were found in the 
right laterocervical region and 1 was found in the 
corresponding region on the right side. The histo- 
logic examination showed proliferative activity of 
the normal thyroid tissue. 

In a man 48 years of age, with complaints of pain 
in his right arm, a nodule adherent to the metaepiphy- 
sial region of the right humerus could be palpated. 
The microscopic study of the removed nodule 
showed collagenous stroma and typical thyroid 
parenchyma. 

In both patients the thyroid gland appeared nor- 
mal. In the first case the diagnosis of aberrant thy- 
roid tissue and in the second case that of metastasiz- 
ing benign thyroid adenoma was made. 

Joseru K. Narat, M.D. 


Indications and Contraindications for Treatment 
of Thyroid Cancer with Radioactive Iodine. 
WituiaAmM H. Bererwates. Ann. Int. M., 1952, 37: 
23. 

A review of the literature covering the first 10 
vears of treatment of thyroid neoplasm with ['*! 
and a review of the author’s cases since 1946 have 
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revealed certain criteria to be of definite value in the 
selection of patients for I'*! therapy. 

To be a suitable candidate for radioactive iodine 
therapy, a patient first should have had a total 
thyroidectomy, with radical neck dissection when 
indicated. If the surgeon is unable to eradicate all 
palpable or visible neoplasm, the x-ray therapist 
should be given a chance to try for cure or palliation 
if he believes that this mode of therapy might help. 
When these well established forms of therapy have 
been used, or deemed no longer helpful, biopsy will 
suggest that the patient is a good candidate for ['! 
therapy if it demonstrates primary follicular and 
alveolar or papillary neoplasm, and metastasis. 
Another indication predicting a good response to 
therapy is demonstrated ability of thyroid cancer to 
concentrate I'*! as shown by (1) a positive auto- 
radiograph; (2) a high uptake in the metastasis 
demonstrated by external gamma counting; (3) less 
than 30 per cent of an administered dose of I'*! ex- 
creted in the urine in the first 48 to 96 hours after the 
dose, or (4) low level of I in the circulating blood 
after a tracer dose of I*!. A more nearly complete 
response can be promoted by increasing the thyroid- 
stimulating hormone effect on metastases through 
total thyroidectomy, thiouracil, and the exogenous 
administration of thyroid-stimulating hormones. 

Temporary contraindications to I! therapy in- 
clude clinical myxedema, administration of desic- 
cated thyroid or iodides, and the presence of hypo- 
plasia of bone marrow. Ear O. Latimer, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Nucleography. Peter R. Ertacuer. J. Bone Surg., 
1952, 34-B: 204. 

Two hundred lumbar intervertebral discs from 
autopsy specimens were examined by staining the 
nuclear material of the disc with a watery solution 
of eosin or methylene blue. The stain was injected 
directly into the nuclear mass, and it was demon- 
strated that the stain was specific for the nuclear 
mass alone. When degeneration and rupture of the 
annulus fibrosus were present, the stain followed the 
spreading nucleus and its channel of diffusion. Sim- 
ilar studies were made by the combination of a 0.4 
per cent eosin and 30 per cent potassium iodide com- 
bination, and the pathologic studies were in com- 
plete agreement with the roentgenographic studies 
which demonstrated that the contours of the stained 
area were identical with those which appeared in the 
roentgen films. In no instance were deposits of stain 
found in healthy or only slightly degenerated parts of 
the annulus fibrosus. 

The author describes 5 disc forms which became 
apparent after this study. These varied from the 
normal globular nucleus of young healthy adults to 
branched forms, either single or multiple, and finally 
to a “spread” nucleus which manifested itself by 
multiple branches of the dye in many directions 
without a central shadow. The simple “branched” nu- 
cleus and the “spread” nucleus were the most impor- 
tant types for clinical diagnosis. A simple branched 
nucleus represented a herniation protruding only 
slightly over the vertebral body. In herniation, 
proper parts of the nucleus were found outside the 
disc. Correspondingly, the contrast shadow pro- 
jected beyond the margins of the vertebral bodies. 
In the case of a free prolapse, connections between 
the central shadow of the nucleus were not frequent- 
ly demonstrated, and the prolapse shadow was 
found to be situated outside the disc area. Prolapse 
in various directions in the anteroposterior and the 
lateral planes were demonstrated. 

Nuclear studies in living patients suffering from 
disease of intervertebral discs were recommended to 
supplement and complement myelographic studies. 
Under local anesthesia a lumbar puncture needle is 
directed to the nuclear mass by starting one-half 
inch lateral to and immediately above the upper mar- 
gin of the spinous process of the adjacent lower ver- 
tebrae. The needle is directed either upward or 
downward depending upon the disc being studied. 
By approaching the disc laterally the vertebral fora- 
men is by-passed at its lateral angle, and the disc is 
reached extradurally. When the elastic resistance of 
the annulus fibrosus is reached the needle is pushed 
1'4 cm. farther to reach the center of the nucleus. 
The needle’s position is checked by proper roentgen- 
ographs. One to 2 ¢.c. of a 50 to 70 per cent solution 
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of iodine in water is injected. The lack of resistance 
to the injection signifies either that the disc is grossly 
degenerated or that the needle has not been properly 
placed. For the study of more than one disc it is 
best to insert all needles before the injection of the 
opaque material. Following the removal of the 
lumbar puncture needles, roentgenographs are taken 
in the anteroposterior view, lateral projection, and 
right and left obliques with the patient turned at an 
angle of 15 degrees. The films must be taken prompt- 
ly, for the opaque material is diffused and absorued 
rapidly and may be gone completely within 4 hours. 
The stated advantage of this method is that the 
opaque material does not come into contact with the 
subarachnoid space. The watery solution of the 
iodine is rapidly excreted by way of the kidney, and, 
as a consequence, iodine disturbances do not occur. 
The theoretical objection that the puncture of the 
disc may be followed by herniation at the site of 
puncture was studied on autopsy material by the 
application of pressures up to 300 kgm.; no hernia- 
tions were found to occur at the site of needle 
punctures. The author (from the Wilhelminen Hos- 
pital, in Vienna) believes that nucleography permits 
a more accurate interpretation of the changes which 
are found in any particular disc by myelography. 
It also demonstrates the shape of the disc hernia- 
tion, which, because of its lateral position or small 
size, may not appear by myelography. 
W. EuGENE STERN, M.D. 


Management of Paroxysmal Hypertension Follow- 
ing Injuries to Cervical and Upper Thoracic 
Segments of the Spinal Cord. Ernest Bors and 
Joun D. Frencn. Arch. Surg., 1952, 64: 803. 

While extensive studies of pathologic autonomic 
reflex mechanisms which accompany injuries to the 
cervical and upper thoracic cord segments have 
appeared in the literature, no therapy has as yet been 
outlined for permanent control of the most dan- 
gerous feature of this condition, namely, paroxysmal 
hypertension which results from distention of a 
hollow viscus. 

The purpose of the study was (1) to determine 
whether elimination of noxious stimuli by topical or 
conduction anesthesia of the afferent limb of the re- 
flex arc would prevent paroxysmal hypertension, 
and (2) to analyze the effect of posterior rhizotomy 
on 7 patients with paroxysmal hypertension. It was 
found that various stimuli from the skin or hollow 
viscera caused hypertension and that this hyperten- 
sive response increased as stimulation progressed 
caudad and became maximum at the genitoanal area. 
Temporary interruption of sensory pathways from 
the stimulated area by topical or conduction anes- 
thesia prevented this reflex; thus topical anesthesia 
of the urethra and bladder is of practical importance 
to prevent pathological autonomic reflexes when any 
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instrumentation such as cystoscopy or transurethral 
resection becomes necessary. 

Permanent interruption of the afferent pathways 
by a bilateral complete posterior rhizotomy below 
T-9, T-10 and T-11, respectively, was done on 7 
patients. All patients were benefited by this opera- 
tion, although in one case the improvement was 
more limited than in the rest. The effect of posterior 
rhizotomy on autonomic and somatic reflex activity 
was observed in detail. Posterior rhizotomy is 
indicated only when paroxysmal hypertension be- 
comes a threat to the life of the patient. 


Traumatic Sciatica Due to Herniation of the Inter- 
vertebral Disc (Sciatica vertebrale traumatica de 
ernia del disco). BRUNO ALBERTINI. Arch. ital. chir., 
1952, 75: 30 

The understanding of herniation of the interverte- 
bral disc has undergone numerous modifications 
within the past few years, and the author presents a 
case of traumatic disc herniation with discussion of 
the pathogenesis, symptomotology, diagnosis, and 
treatment of this condition. The anatomy of the 
intervertebral disc has features that make the disc 
susceptible to this condition. The strong anterior 
ligaments prevent any herniation of the disc toward 
the front, and hence under pressure the disc herniates 
posteriorly where the longitudinal ligament is rela- 
tively thin. The absence of ligamentous structures 
laterally favors protrusion to the sides also. The 
nucleus pulposa is located posteriorly in the inter- 
vertebral space rather than centrally and Smith has 
demonstrated that the nucleus pulposa may extend 
posteriorly into a recess which may even reach the 
posterior ligament. 

The etiological mechanism in trauma consists of a 
flexion of the spine followed by a rapid violent exten- 
sion. In the former position the intervertebral disc 
is pushed posteriorly and on extension it becomes 
wedged between the vertebral bodies and herniates 
posteriorly. This may give rise to symptoms varying 
from localized pain to sciatica. The intermittent 
character of the pain is explained by the fact that it 
may be due to vascular changes, edema, and con- 
gestion about the spinal cord at the level of the her- 
niation. The initial pain in traumatic herniation is 
always sharp, severe, and aggravated by the least 
movement of the involved joints. Bed rest is the 
only method of obtaining immediate transient alle- 
viation of pain. 

The characteristic x-ray finding is a decrease in the 
size of the intervertebral spaces posteriorly. Myelo- 
graphic studies should be made under fluoroscopy in 
various positions, so that minimal alterations can be 
detected in the lateral and oblique views. 

The author uses only local anesthesia with novo- 
cain for surgery. The skin is incised and the tendons, 
muscles, and ligaments are retracted down to the 
lamina. The lamina is resected, the dura is incised, 
and the space is explored. If the hernia is mature it 
presents itself with facility and can be easily enucle- 
ated. If the hernia is not mature it will have to be 
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removed in fragments. The incision is closed in 
layers and the patient is kept in bed for 10 days, 

The case presented is that of a 35 year old male 
who bent over to pick up a motor and on arising 
was seized with a severe lumbar pain that radiated 
down the entire right leg. For 2 months the patient 
was given medical treatment with bed rest and had 
only transient relief of pain. Clinically he presented 
the described findings; however, the x-rays of the 
spine revealed no abnormality. At surgery the pres- 
ence of a hernia below the emergence of the 5 lumbar 
nerves was confirmed and removed. The patient 
had an uneventful recovery and was completely re- 
lieved of symptoms. 

The author comments on the medicolegal aspect 
of this case, in that there was present no obvious 
arthritic or degenerative process as a predisposing 
condition. Thus, the herniation was the direct 
result of the trauma, which altered the medicolegal 
implications. Rotanp A. MANFREDI, M.D. 


PERIPHERAL NERVES 


Compression of the Median Nerve in the Carpal 
Canal; Syndrome of the Carpal Canal (Com- 
pression du nerf médian dans le canal carpien; syn- 
drome du canal carpien). P. Ficat and L. Rrpavt. 
Rev. Chir. Orthop., Par., 1952, 38: 49. 


The rigid nature of the anatomic boundaries of 
the carpal canal permit ready compression of the 
contents of this area by an increase in the bulk of 
either tendon or nerve caused by the distortion of the 
canal, such as can occur with hyperflexion or hyper- 
extension of the wrist. Acute forms of nerve com- 
pression in this region occur as a result of anterior 
luxation of the lunar bone, dislocation of a finger, or 
following a comminuted fracture of the distal end of 
the radius. Chronic forms of nerve compression 
occur in which trauma is less prominent. These 
forms may be due to an old injury of the scaphoid 
bone, a fracture of the distal end of the radius which 
has been united with callus formation, posttrau- 
matic hypertrophic arthrosis of the wrist, exudative 
synovitis of the flexor tendon sheaths, or to an ana- 
tomic anomaly such as has been described by 
Bunnell. There is an idiopathic or essential form in 
which the mechanism of injury by hyperextension 
has been suggested. The pathologic anatomy in 
these cases is essentially the presence of a swollen 
edematous median nerve at the site of compression 
in the rigid portion of the canal. The tendons and 
bones are altered, depending upon the etiology of the 
nerve compression. 

The author was concerned with the chronic form 
of the disease. The onset was insidious; pain was 
localized in the hand and forearm, and at times in 
the arm, shoulder, and neck. The pain was of a 
diffuse character associated with paresthesias, par- 
ticularly when the wrists were percussed over the 
carpal canal. The fist-making was weak, and upon 
examination there was found to be weakness in 
opposition and in abduction of the thumb, together 
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with defective stabilization of the thumb and imper- 
fect flexion of the fingers. There was a nondissociated 
impairment of sensory modalities in the distribution 
of the median nerve in the hand. There was a char- 
acteristic atrophy of the thenar muscle group and 
edema of the first three fingers. Occasionally ulcera- 
tions of the fingers were noted, and the occasional 
association of the syndrome with acromegaly was 
likewise noted. A local sign which consisted of the 
transformation of the usual concavity of the heel of 
the hand into a convexity was considered important. 
The production of paresthesias upon compression of 
the median nerve in its course through the carpal 
canal was considered an aid in diagnosis. 

Either motor, sensory, or trophic changes could 
predominate, but the local findings in the region of 
the carpal canal were considered characteristic of all 
cases. The differential diagnosis included compres- 
sion of the seventh cervical root by any of the usual 
causes, stenosing tenosynovitis of the thumb, certain 
of the amyotrophies, other local lesions at the wrist, 
and the shoulder-hand syndrome referable to pain of 
cardiac origin. 

The treatment of the syndrome was surgical and 
consisted of incision of the transverse carpal] liga- 
ment and release of the median nerve from the 
carpal canal. The author described a method of 
simple incision of the transverse carpal ligament and 
release of the nerve, and also incision of the ligament 
and transposition of the median nerve to the volar 
aspect of the ligament and suture of the ligament. 
He was unable to decide which of these procedures 
was more efficacious. He recommended 8 days of 
immobilization of the wrist in a slightly dorsiflexed 
position. 

The conclusions were based upon 3 observations 
only. Results were considered gratifying: pain was 
relieved and sensory changes were improved in sev- 
eral weeks, As expected, improvement in motor 
power was slower in returning, and atrophy was at 
times irreversible. W. EucENE STERN, M.D. 


Malignant Evolution in Neurofibromatosis of Reck- 
linghausen (Neurofibromatosi di Recklinghausen 
ad evoluzione maligna). GIovANNI CARBONE and 
ASCANIO SPALLONE. Policlinico, sez. chir., 1952, 59: 
661. 


The authors analyze 2 cases of neurofibromatosis 
of von Recklinghausen and compare them with the 
current concepts of the disease. 

The characteristic clinical manifestation is the 
triad of Landowski: cutaneous pigmentation, mul- 
tiple tumors of the nerve trunks, and neural nevi of 
the skin. The familial tendency has long been recog- 
nized and some authors (Lawrence Frank) feel that 
it may be transmitted as a dominant mendelian 
characteristic. The original condition described by 
von Recklinghausen consists of a plexiform neuroma. 
Modifications have altered the concept in that con- 
nective tissue elements may enter into the tumor 
formation. Endoneural, perineural, and Schwann 
cells may all form parts of the neuroma. At a certain 
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stage in the disease one of the elements of the neu- 
roma may assume malignant qualities. This evo- 
lution is observed in from to to 15 per cent of the 
cases. The malignant evolution of these neuromas is 
considered by some to be due to ectodermal ele- 
ments, and by others as a malignant neurinoma 
(malignant degeneration of the cells of Schwann). 
Still others feel that it is due to a connective tissue 
degeneration and that the tumor assumes the prop- 
erties of a sarcoma. Although metastases are rare, 
recurrence and rapid growth following removal are 
characteristic of this tumor formation. 

The first case presented was that of a 17 year old 
female with a completely negative family history, 
who noted the first onset of cutaneous pigmentations 
about the neck at 8 years of age. Vague left hypo- 
chondrial pain led to the roentgenological diagnosis 
of a retroperitoneal suprarenal mass the size of a 
large egg. At surgery three masses (the largest highly 
vascularized, the second adherent to the r2th costal 
nerve, and the third situated along the proximal 
portion of the ureter) were removed. Pathological 
studies revealed a neoplasm of complex structure, 
consisting of neurinoma simplex, pseudomyxoma, 
plexiform neuroma, and malignant neurinoma. This 
patient returned 2 years later with a local recurrence 
of the tumor the size of a fetal head, and her condi- 
tion took a rapid downhill course. 

The second case was that of a 20 year old male 
with retarded mental development following normal 
birth. Cutaneous pigmentations were present since 
birth, and at 8 years of age the onset of small mul- 
tiple subcutaneous masses was noted throughout the 
entire body. For the past year the patient experi- 
enced severe continuous pain in the right shoulder 
and the right superior hemithorax. Roentgeno- 
graphic studies revealed a mass at the apex of the 
chest, which was adherent posteriorly to the costal 
ribs and medially to the vertebral column up to the 
second cervical vertebra. At surgery the mass was 
isolated extrapleurally and partially resected. Path- 
ological examination revealed the presence of plexi- 
form neurinoma with ganglion cells in initial stages of 
malignant transformation. 

The authors believe that surgical intervention is 
justified in these cases not only as a palliative meas- 
ure to relieve pain and pressure symptoms, but also 
as very early intervention in those cases of von 
Recklinghausen’s disease in which malignant evolu- 
tion is suspected, because metastases are rare and 
delayed surgery is followed by a high incidence of 
recurrence. RoLanp A. MANFREDI, M.D. 


MISCELLANEOUS 


Treatment of Intractable Pain of Visceral Origin. 
I. RipGEwAy TRIMBLE and SAMUEL Morrison. J. 
Am. M. Ass., 1952, 148: 1184. 

Attack upon the autonomic nerve pathways may 
be followed by a surprisingly high incidence of relief 
of pain of visceral origin. Such pain may be unsatis- 
factorily controlled by the use of analgesics and even 
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at times by direct attack upon the somatic or central 
nervous tissue. The report is confined to a considera- 
tion of pain in late viscera] cancer that is controlled 
by operations on the autonomic nervous system or 
by alcoholic injection of this system. Pain from the 
diseased viscus is frequently felt in tissues overlying 
it approximately, or in some remote part of the 
body. True visceral pain also exists, as in (for 
example) cases of intestinal colic or childbirth. 
Intestinal pain may also be experienced by patients 
with complete transection of the spina] cord. In 
such cases impulses must reach the central nervous 
system along intact autonomic afferent channels and 
enter the spinal cord above the point of transection, 
or else be conveyed by the vagus nerve. It has not 
been definitely demonstrated that sensation of pain 
can be conveyed by the afferent fibers of the vagus 
nerve, but it is possible, if not probable, that such 
is the case. The impulse is responsible for the primi- 
tive type of visceral sensation which is appreciated 
and ascends probably no higher than the thalamus. 

The author has felt that section of somatic path- 
ways in the treatment of painful states has proved 
disappointing. By altering the condition of the 
peripheral circulation of a limb, pain in the limb 
may be relieved, whereas division of the somatic 
nerves to the same area may be followed by no 
relief. The anesthetizing of one system therefore 
abolishes the pain that affects the other. It has been 
the author’s experience that patients with advanced 
malignant processes often show extensive involve- 
ment of the abdomen and pelvis, with the tumor 
plastered against the vertebral column and at times 


actually compressing the nerves of the lumbar and 
sacral plexus. In some instances, interruption of the 
sympathetic nerve supply has given relief to patients 
suffering from pain that is transmitted down somatic 
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nerve pathways, such as the sciatic nerve. Whether 
the relief of pain is due to interruption of the viscero- 
sensory reflexes, as suggested by McKenzie in his 
concept of referred pain, or whether it is due to 
interruption of true visceral pain fibers arising in the 
viscera, or to the interruption of both pathways is 
not settled. 

A series of 12 cases illustrates the types of condi- 
tions for which alcoholic blocks of the paravertebral 
sympathetic chain gave relief. The relief of pain 
with the use of the alcohol blocks was not always 
complete, nor was it always sustained when first 
complete, but the improvement was considered as 
striking. At times it was found necessary to remove 
surgically the sympathetic chain and at other times 
a simple nerve block was satisfactory. In all but 1 
of the 12 cases, alcohol nerve blocks were performed 
bilaterally. The following correlation was demon- 
strated between the level of sympathetic block and 
the location of pain which was relieved: 

Block of thoracic nerves 6 to 8 inclusive relieved 
pain in the epigastrium, back, and right shoulder; of 
thoracic nerves 9 to 11 inclusive relieved pain in the 
back and epigastrium; of thoracic nerves to and 11 
relieved pain in the liver and epigastrium, left upper 
abdominal quadrant, and back; of thoracic nerves 
11 and 12 relieved pain in the epigastrium and back; 
of thoracic nerve 12, lumbar 2, and lumbar 3 relieved 
pain in the lower abdomen and in the upper ab- 
domen; of thoracic nerve 11 and lumbar nerve 1 re- 
lieved pain in the abdomen and perineum; of lumbar 
nerves 1, 2, 3, and 4 relieved pain in the perineum 
and rectum. It was frequently found advantageous 
to perform the alcohol injections at the time at 
which abdominal exploration revealed the extensive 
nature of the visceral cancer. 

W. EUGENE Stern, M.D. 
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CHEST WALL AND BREAST 


Hemangioma of the Chest Wall with Extension 
into the Mediastinum and Extradural Space. 
Rap F. CARLSON and W. E. Apams. Arch. Surg., 
1952, 64: 777. 

The authors present the case of a large hemangi- 
oma of the chest wall in a 52 year old female with 
extension and formation of a dumbell tumor involv- 
ing the middorsal cord, and with spastic paralysis of 
the lower extremities. 

Three operations were required to effect removal 
of the mass. A small amount was left in the chest 
wall muscles. Recovery from the paralysis of the 
lower extremity was marked but not complete. 

Ey Exvxiotr Lazarus, M.D. 


Diagnosis and Treatment of the Discharging Nipple 
in the Absence of a Palpable Tumor. Pu. 
SANDBLOM and F. O. LOrcren. Acta chir. scand., 
1952, 103: 8r. 

In the treatment of nipple discharge from the non- 
lactating breast, the operation should preferably be 
limited to local excision for the not infrequently be- 
nign causal lesion until malignancy is proved. The 
hitherto existent difficulty in locating the source of 
the discharge in cases in which no tumor is palpable 
may be overcome by a method based on mastog- 
raphy, in the manner of Hicken, followed by the in- 
jection of methylene blue as suggested by Losell. 
This procedure will preoperatively locate the source 
of the discharge that will be readily recognized at op- 
eration. Surgery may therefore be limited to a small 
local excision. Knowledge of the exact site of the 
causal lesion is also of value to the pathologist, be- 
cause the tumors may be so small that they may 
otherwise be missed at microscopic examination of 
the operative specimen. 

The roentgenologic examination and the surgical 
procedure are described. Five cases are reported in 
detail to illustrate the method and to show its ad- 
vantages. 

Three series of cases are reported. The first 4 
cases were treated in the years 1939 to 1943, when 
the method was being tried out. They are now re- 
viewed. No signs of recurrence or of malignancy 
were seen in any of them. 

The second series consists of 20 cases from the last 
year during which the method was improved and 
standardized. In rr of these cases a diagnosis of in- 
traductal papilloma was established roentgenograph- 
ically and proved at operation. In 3 others the 
mastogram showed signs of chronic cystic mastitis 
which was confirmed at operation in 1 case. In the 
remaining 6 cases the mastograms contained no 
signs of a pathologic condition. One of these pa- 
tients was operated on and found to have chronic 
cystic mastitis. In the other 5 cases, which were 
treated expectantly, it was of value to know that the 
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roentgenographic appearance of the affected duct 
was normal. In addition, 4 patients with a palpable 
tumor were treated; in 1 of them the tumor was an 
intraductal carcinoma. 

A third series is included for the purpose of com- 
parison and consists of 19 cases of nipple discharge 
in the absence of a palpable tumor treated in this 
hospital during the 5 years before the introduction of 
the methods described. In 8 of these cases mastec- 
tomy had been performed for benign lesions. 

Joun J. Matoney, M.D. 


The Risk Involved by Biopsy in Breast Cancer. 
SIGVARD KaaE. Acta radiol., Stockh., 1952, 37: 469. 


A marked difference of opinion exists with regard 
to the risk involved by the removal of biopsy speci- 
mens. It was believed previously that invasion of 
cells from a malignant growth into a blood or lym- 
phatic vessel would invariably mean the develop- 
ment of metastases. Today it is presumed that 
malignant cells almost constantly invade the vas- 
cular system in numbers far in excess of what the 
number of metastases leads us to believe, but that 
most of these cells perish. It has been pointed out 
by Engelbreth-Holm that, without a doubt, repeated 
palpations or one rough palpation, let alone massage 
of a growth, will increase the number of cells invad- 
ing the blood vessels far more than a biopsy, and 
therefore constitutes a far higher risk of producing 
metastases. Because of the risk of metastases, 
many surgeons prefer to have biopsy specimens 
which have been removed from clinically suspicious 
mammary tumors examined histologically in frozen 
sections at once so that, if positive, radical mastec- 
tomy may be performed at the same session. 

It is very difficult to evaluate the risk of perform- 
ing a biopsy in breast cancer and awaiting the result 
of microscopic examination following normal mount- 
ing of the tissue in paraffin. This is so because biopsy 
is usually carried out only in clinically uncertain 
cases, which means early cases with a favorable 
prognosis. In comparing cases submitted to biopsy 
prior to radical mastectomy with those not sub- 
mitted to biopsy, we are not dealing with uniform 
groups from the prognostic point of view. Many 
reports are cited to demonstrate that a lapse of 
more than 3 days between biopsy and radical 
mastectomy causes an unmistakably poor prognosis. 

The author presents 463 cases. All of the patients 
were subjected to preoperative roentgen irradiation 
and radical mastectomy, sometimes supplemented 
by postoperative roentgen irradiation. During the 
period from 1931 to June 30, 1939, a total of 129 
patients were treated and only 18 per cent had 
biopsies. In most of these the entire tumor was re- 
moved for biopsy, but a few had aspiration biopsy. 
From July 1, 1939 to 1944, a total of 334 patients 
were treated, most of whom had a trephine biopsy, 
although in a few cases of ulcerative breast tumors, 
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a specimen was obtained from the margin of the 
ulceration. 

Tables 2 and 3 in the original article show the 5 
year results in the two groups. From the results, it 
is apparent that routine biopsy followed within a 
few days by preoperative roentgen irradiation did 
not worsen the prognosis. 

Biopsy must be performed through tissue which 
will be removed at operation in order to avoid 
lymphatic and hematogenous spread and also to 
avoid the implant of carcinoma in the wound. The 
results in Tables 2 and 3 show that biopsy does not 
cause a great increase of superficial local recurrence 
if definitive therapy is instituted within a few days. 

Table 4 in the article shows that the incidence of 
local recurrence originating from the axilla is the 
same in both groups. Trephine biopsy does not, 
therefore, appear to increase the risk of recurrence 
originating from the axilla. 

Table 5 gives the incidence of recurrence presum- 
ably originating from the supraclavicular region in 
the two groups, but the difference is slight and far 
from statistically significant. 

Table 6 shows that the total incidence of recur- 
rence in the operative field and in the supraclavicu- 
lar region on the operated side is practically the same 
in both groups. 

The conclusion, with certain reservations, is that 
biopsy as a routine measure in cancer of the breast 
does not appear to affect the prognosis. 

Ernest D. BLOOMENTHAL, M.D. 


TRACHEA, LUNGS, AND PLEURA 
The Perivascular Space of the Pulmonary Vessels. 


ALFRED M. Tocker and Hiram T. LANGcston. J. 
Thorac. Surg., 1952, 23: 539. 


The existence of an areolar perivascular space is 
generally known and such a situation is likewise 


recognized in the lung. The distribution of this 
space in the lung and its anatomic relations were, 
however, the object of the present study. The 
demonstration of the space was carried out in 
dogs, by distending it with solutions (radiopaque) 
or air. Centrally as well as peripherally directed 
injections were used. The results were assessed 
roentgenographically, by gross observation, and 
histologic section. The information so gleaned was 
easily confirmed, in its essence, on human subjects 
by common practices at surgical dissections. 

This space could be demonstrated over the entire 
length of the pulmonary artery, including its fine 
ramifications, and it was seen to be continuous with 
that of the contralateral vessel. 

The pulmonary veins likewise exhibited a well 
defined space surrounding them and although more 
difficult to demonstrate, it was believed to be con- 
tinuous across the midline with the contralateral 
perivenous space and that of the ipsilateral vessel. 

The authors concluded, therefore, that the sheath 
of this perivascular space represented a prolongation 
of the fibrous pericardium along the vessels outward 
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from the hilum. The pericardial space itself, how- 
ever, is separated from the perivascular space in 
question by the serous pericardium. 

The space described provides direct access to ac- 
curate dissection and ligation of pulmonary vessels, 
since experience has shown it to be well preserved in 
most, if not all, clinical conditions except in instances 
of invasion by cancer or in extensive calcific lympha- 
denopathy such as occurs in tuberculosis. Once 
this space is entered and the vessel freed, clean inci- 
sion of any overlying structures can usually be 
practiced with safety and this will often save much 
in time as well as offer freedom from bleeding. 

The information acquired concerning this space is 
thus of practica] value in performing pulmonary re- 
sections, and may well explain pathologic processes 
in several clinical situations such as the path for 
migration of interstitial air. 

Roentgenographic and photomicrographic repro- 
ductions illustrate the salient points. 

Hiram T. LANGcston, M.D. 


Pulmonary Tuberculosis and Pulmonary Resection. 
An Experimental Study. Joun R. Brickman. 
Arch. chir. Neerl., 1952, 4: 81. 


Resection of pulmonary tissue produces changes 
in the remaining lung which may increase the dan- 
ger of tuberculous infection or reinfection. In- 
creased danger exists (a) during operation by me- 
chanical trauma causing direct spread; (b) during 
convalescence owing to alteration of the physiology 
of the bronchi and other hilar structures, and (c) 
during the adaptation period as a result of the 
overexpansion of the pulmonary tissue. 

In an attempt to elucidate the part played by 
the overexpansion of the pulmonary tissue, lobec- 
tomies were performed on two groups of rabbits: 

Group I. Two months after lobectomy the rab- 
bits were infected by the intravenous injection of 
a human strain of tubercle bacilli. Two months 
after infection the rabbits were killed. 

Group II. The rabbits were subjected to lo- 
bectomy 2 months after infection by the above 
means. Two months after operation the animals 
were sacrificed. 

Even though human tuberculosis in the rabbit 
is a relatively benign disease, certain differences 
were noted: (1) in all of the animals in Group 1, 
the infection was more severe in the remaining 
lobes of the operated lung, but in only 10 of 16 
animals were there definite differences in tuber- 
culous spread between the operated and nonoper- 
ated lung; (2) in Group II, except in 1 animal, the 
course of the disease was not influenced by the op- 
eration; (3) in only 2 animals of the second group 
did the microscopic sections note a somewhat 
greater activity in the process on the resected side; 
(4) in 18 of 25 animals there was a definite differ- 
ence in the tuberculous lesions. 

In mild tuberculosis, a distinct influence of the 
operative procedure on the course of the disease 
was present. J. A. Strrman, M.D. 
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Cystic Disease of the Lungs. Francis N. Cooke and 
“ BriAN Braves. J. Thorac. Surg., 1952, 23: 546. 


The incidence of cystic disease of the lung is con- 
siderably greater than that indicated by the analysis 
of routine roentgenograms or by the findings at 
autopsy. The following classification of the various 
types of cysts has been proposed by the authors. 


I. Congenital pulmonary cysts 
A. Bronchogenic cell type 
1. Solitary 
2. Multiple 
B. Alveolar cell type 
1. Solitary 
2. Multiple 
C. Bronchogenic and alveolar type combined 
II. Acquired pulmonary cysts 
A. Bullous emphysema 
B. Subpleural blebs 


The bronchogenic cell type of congenital cyst is 

characterized by a cyst wall which is lined by bron- 
chia! mucosa with tall columnar or cuboidal ciliated 
cells. The cysts are either single or multiple and 
are usually confined to the upper lobes; they are 
uniform in size. The large solitary cysts usually pro- 
ject into the mediastinum. 
The alveolar cell type of congenital cyst is charac- 
terized by a cyst wall which is made up of flat squa- 
mous cells. The latter are associated with the cells 
of the air sacs. These cysts always communicate 
with a bronchus. Symptoms are produced by en- 
croachment on normal lung. Cures may occur with 
spontaneous closure of the bronchial communication 
and resorption of the air within the cyst. 

In this series, 2 patients with large bronchogenic 
cysts were operated upon. These cysts were found 
deep in the lung proper. Symptoms were caused by 
repeated respiratory infections and were complicated 
by fever and cough. In 2 other patients the differen- 
tial involved was saccular bronchiectasis but the uni- 
form character of the saccular cysts proved these to 
be of the congenital type. The fourth case was that of 
a large solitary balloon cyst or pneumatocele which 
required differentiation from the emphysematous 
bulla. The last case was one in which a spontaneous 
cure occurred in a child whose condition previously 
had been diagnosed as a congenital alveolar cystic 
lung disease. 

Emphysematous bullae constitute an acquired 
type of lung disease caused by the breakdown of 
interalveolar septa and the formation of cystic areas 
in the lung which extend to the visceral pleura. The 
cyst wall is lined by disintegrating lung parenchyma 
while within the cyst are contained blood vessels, 
connective tissue strands, and bronchioles. 

Subpleural blebs are acquired air cysts caused by 
the rupture of elastic fibers binding the pleura to the 
lung. These cysts are usually found in the lung 
apices, are associated with pulmonary emphysema, 
and represent the precursor of the bulla. Rupture of 
the subpleural bleb is the most common cause of 
spontaneous pneumothorax. 
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Progressive enlargement of blebs, bullae, and bal- 
loon cysts are usually explained on the basis of a ball 
valve mechanism trap of inspired air. The authors 
believe that cyst enlargement is caused by intracystic 
pressure build-up causing the surrounding pul- 
monary tissue to give way and allowing for cyst 
expansion. Bronchial communication with a cyst is 
so small that pressure adjustments within the cyst 
do not occur. Thick-walled bronchogenic cysts do 
not follow the above described aerodynamics. The 
authors have not demonstrated to their satisfaction 
a valve mechanism between cyst and bronchus. At 
operation the cyst can be manually compressed and 
collapsed. They believe that quiet respiration does 
not create sufficient tension to affect the surround- 
ing pulmonary tissue; however, the act of coughing 
creates at first a high pressure within the pulmonary 
system which continues throughout the period of 
closure of the glottis. When the latter opens at the 
end of the cough, pressure is suddenly released but 
the gradient between the air cyst and the paren- 
chyma remains great enough to allow for cyst ex- 
pansion. B. G. P. Suarrrorr, M.D. 


Clinical Picture, Anatomy, and Prognosis of Bron- 
chial Carcinoma (Klinik, anatomisches Verhalten 
und Prognose des Bronchuscarcinoms). I. OBIDITSCH- 
Mayer and E. STRAHBERGER. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1952, 271: 281. 


Specimens obtained from 103 pneumonectomies 
and 12 lobectomies performed for bronchial carci- 
noma were studied by the authors. An attempt was 
made to establish relations between the degree of 
malignancy and the clinical and pathologicoanatomic 
pictures. It was found that squamous cell carci- 
nomas gave the best prognosis, microcellular tumors 
gave the poorest prognosis, and nondifferentiated 
solid carcinomas formed by large or medium size 
cells occupied the middle. Adenomatous tumor for- 
mations were more malignant than squamous cell 
carcinomas. 

The type of cancer alone allows no definite con- 
clusions as to the prognosis, which depends to a 
large extent also on the involvement of lymph 
glands. Josepu K. Narat, M.D. 


Extended Resection of Carcinoma of the Bronchi 
(Die erweiterte Resektion des Bronchuscarcinoms). 
GrorG SAtzER. Langenbecks Arch. u. Deut. Zschr. 
Chér., 1952, 271: 211. 

Among 930 patients with bronchial carcinoma, 
resection could be performed on only 205 (22%). 

The operability may be increased chiefly by early 
diagnosis but in selected cases also by a procedure 
which exceeds the typical lobectomy or pneumonec- 
tomy. 

If after thoracotomy the exploration of the medi- 
astinum discloses lymph glands, frozen sections 
should be made. If only an inflammatory process is 
found, pneumonectomy is performed. If metastases 
are found only in the upper tracheobronchial glands, 
pneumonectomy can be performed, especially on the 
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right side. Lower tracheobronchial glands create 
greater technical difficulties because not infrequently 
they are adherent to the pericardium. If metastatic 
glands are scattered throughout the mediastinum or 
if paraesophageal glands in the lower posterior medi- 
astinum are involved, pneumonectomy should not 
be attempted. 

If intercostal neuralgia or roentgenologically 
demonstrable destruction of ribs point to an invasion 
by cancer, no operation should be undertaken. If, 
however, invasion of the chest wall by carcinoma is 
detected only in the course of the operation, pul- 
monary resection should be supplemented either by 
surgical diathermy or by a wide excision of the 
thoracic wall. 

Extension of a peripheral tumor to the diaphragm 
requires a partial excision of the latter. 

If the pericardium is involved, the sac should be 
opened because the intrapericardiac portion of pul- 
monary vessels may be intact and may allow their 
ligation while extrapericardiac isolation of the ves- 
sels may be impossible. 

The operative risk in the author’s material was 
such as to allow the conclusion that extended opera- 
tions are justifiable. Josepu K. Narat, M.D. 


Homologous Transplantation of the Lung. Harry 
A. Davis, JosEpH P. O’CONNOR, GEORGE J. COLO- 
VIRAS, JR., and DALE L. Strawn. Arch. Surg., 1952, 
64: 745. 

The purpose of this investigation was twofold: 
(1) to determine whether homologous transplan- 
tation of a whole lung is feasible from the viewpoint 
of surgical technique, and (2) to ascertain the be- 
havior of the transplanted lung with respect to its 
structure and function. 

Intratracheal intubation was performed, and 
ether-oxygen anesthesia was administered by means 
of an automatic respirator. In order to develop a 
uniform technique the same lung (left lung) was 
transplanted in each experiment. The technique 
of homologous transplantation of the entire lung, 
which was finally developed, made it possible to 
complete the operation in 5 animals. Despite com- 
plete severance of the nerve supply to the trans- 
planted lung, the respiratory excursion was syn- 
chronous on the two sides, although it was rela- 
tively diminished on the side of the transplant. 

In the animals with the shortest survival times, 
the chief structural changes in the transplanted 
lungs were edema of the lungs with early necrosis 
of the alveolar septa. With longer survivals (29 
hours) of the host, cellular invasion of the trans- 
plant occurred. The cells were chiefly lympho- 
cytes and polymorphonuclear leucocytes. If the 
animal survived long enough (8 days), evidences 
of vascularization of the lung appeared, with many 
of the alveoli showing replacement of edema fluid 
with air. 

The mechanism underlying the structural chang- 
es in the homotransplants are: (r) ischemia of the 
lung between the time of its removal from the 


donor and its transplantation into the recipient; 
(2) inadequate blood flow through the lung after 
transplantation; and (3) the formation by the host 
of a specific antibody to the foreign tissue of the 
homotransplant. LEE PULLEN, M.D. 


HEART AND PERICARDIUM 


Endarteritis of the Pulmonic Arteries Simulating 
Patent Ductus Botalli in a 7144 Year Old Child 
Ueber einen Fall von Endarteriitis pulmonalis unter 
dem Bild eines offenen Ductus Botalli bei einem 714 
jaehrigen Kind). Gertrup Uscuoxp. Langenbecks 
Arch, u. Deut. Zschr. Chir., 1952, 271: 17. 


This case report presents the anatomical findings 
in a child having been treated and operated upon for 
patent ductus arteriosus. At operation the ductus 
was found to be obliterated, but no other abnormali- 
ties, save for a cardiac hypertrophy, were found. 
Soon after the procedure the child succumbed. 

The microscopic examination of the lungs re- 
vealed a diffuse intimal proliferation of the smaller 
arteries and veins of the lesser circulation and in- 
volvement of the numerous anastomoses which were 
located chiefly in the periphery. Accompanying the 
proliferation and thickening of the walls there was 
frequent thrombosis of the smaller vessels. The 
latter finding was considered the explanation of the 
child’s cyanosis, dyspnea, cardiac hypertrophy, and 
pulmonary hypertension. 

The cause and the exact time of onset of the 
disease is poorly understood. Most observers be- 
lieve it to be secondary to an infectious condition 
such as rheumatic fever or grippe. This opinion is 
held by the author and he believes the process to be 
essentially an inflammatory one. None of the cases 
cited from the European literature showed evidence 
of syphilis, said to be the cause of several cases seen 
in the United States. Kurt BENrIRSCHKE, M.D. 


Commissurotomy for Mitral Stenosis; Technique 
for Prevention of Cerebral Complications. 
CHARLES P. BAILEY, AXEL K. OLSEN, KENNETH K. 
Keown, Henry T. Nicuots, and WitttAm L. 
Jamison. J. Am. M. Ass., 1952, 149: 1085. 

One of the most tragic complications occurring in 

a case of mitral stenosis is cerebral embolization. In 
those cases in which the condition does not prove 
fatal, there is usually a long period of invalidism and 
not infrequently a permanent residual paralysis or 
personality change. With present generally accepted 
medical management, such vascular accidents are 
not completely avoidable, especially in cases with 
associated auricular fibrillation. The daily use ot 
anticoagulants such as bishydroxycoumarin (dicu- 
marol) to maintain a persistent state of relative in- 
coagulability of the circulating blood is an incom- 
plete and none too satisfactory method of protection 
against embolization in cases of mitral stenosis. The 
patient is thereby converted into a “bleeder,” with 
the constant risk of serious hemorrhage should he 
sustain a slight wound from any cause. 
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Logically, the best protective measure against the 
formation of auricular thrombi and the occurrence 
of embolization is the early surgical attack on the 
ultimate causal factor, mitral stenosis. Operation in 
the early stages of the disease would eliminate the 
possibility of blood stagnation, and the common 
site of thrombus formation, the atrial appendage, 
would be obliterated. There will probably be a 
considerable lapse of time before the medical pro- 
fession generally accepts the philosophy of aggres- 
sive surgical attack in what has formerly been con- 
sidered a chronic medical illness. Until the time 
comes when early surgery is universally accepted, 
we shall continue to have the problem of the throm- 
bosed auricular appendage and its resulting emboli 
and must continue in our efforts to solve it by pres- 
ently acceptable means. 

Cerebral embolization as a result of the manipula- 
tions incident to mitral commissurotomy may be 
lethal or may permanently incapacitate the patient. 
This complication occurred in 5.1 per cent of 235 
cases in which methods other than carotid obstruc- 
tion were employed to protect the brain. 

Stellate ganglion block, in addition to other medi- 
cal measures, was found to be of relatively small 
benefit in the treatment of 12 patients with cerebral 
embolization incident to commissurotomy. Pre- 
vention of the occurrence of cerebral (and peripheral) 
embolization of thrombotic origin during commis- 
surotomy is theoretically and perhaps practically 
possible by utilization of the left superior pul- 
monary vein as a site of entrance into the left 
auricle. However, in 21 cases with obvious thrombo- 
sis of the appendage, in which this technique was 
emploved, there were 2 deaths, directly related to 
the vein approach. Because of the added technical 
difficulties and inherent potential dangers, this pro- 
cedure is not recommended as a routine prophylactic 
method, although it will continue to be useful in 
certain cases of auricular thrombosis. 

Prevention of complications by occlusion of the 
innominate and left common carotid arteries, as 
described, was attempted in 80 cases, with no evi- 
dence of cerebral or peripheral emboli and no evident 
untoward by-effects. Although the series is small, 
the results to date suggest that this technique may 
afford a reasonably easy, safe, and effective method 
for the prevention of cerebral embolization during 
commissurotomy for mitral stenosis and during 
other operations performed within the chambers 
of the left heart. Perhaps it should, in the future, 
be routinely used in all patients subjected to com- 
missurotomy. Results suggest that there may be 
effective available collateral arterial supplies to the 
brain, to support its life longer than required by 
this technique. BENJAMIN GOLDMAN, M.D. 


Surgical Approach to Coarctation of Aorta Com- 
plicating Pregnancy. Ricnarp L. MILLER and 
Wituram H. Fator. J. Am. M. Ass., 1952, 149: 740. 


The authors state that 75 per cent of pregnant 
patients with coarctation of the aorta, whose cases 
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have been reported, died. A peculiar case of pre-e 
eclampsia, that is, one that doesn’t respond to the 
usual therapeutic measures, should make the phy- 
sician wary of the diagnosis of coarctation of the 
aorta. It is estimated that there are approximate- 
ly 25,000 women under 30 years of age in the 
United States who have some degree of coarctation 
of the aorta. 

One case of a pregnant patient who had coarc- 
tation of the aorta is presented. Resection of the 
coarctation was done 11 weeks after cesarean sec- 
tion. Subsequent pregnancy was uneventful. 

If the diagnosis of coarctation is made early in 
pregnancy, the authors believe that surgical ther- 
apy is indicated; if the diagnosis is made near term, 
surgical treatment after cesarean section is the 
treatment of choice. This view is in direct contrast 
to the recommendations noted in the literature. 

J. A. Strrman, M.D. 


Experience with Supradiaphragmatic Perfusion and 
Complete Extracorporeal Circulation in Dogs 
for Intracardiac Surgery—by Means of Me- 
chanical Heart and Lungs (Expériences de per- 
fusions supradiaphragmatiques et de circulation ex- 
tra-corporéale totale chez le chien en vue de la 
chirurgie intra-cardiaque—au moyen d’un coeur et 
d’un poumon artificiels). J. Kunttn, C. Bitry- 
Boéty, Roru, VoLnré and Others. Rev. chir., Par., 
1952, 71: 237. 

In 6 dogs blood was aspirated from the clamped 
descending aorta and collected in a container with 
heparinized serum. After clamping of the pulmonary 
artery the blood was reinjected. As the reflux of the 
venous blood to the right heart created an undesir- 
able engorgement, blood was aspirated from the 
right ventricle and reinjected at the end of the per- 
fusion after removal of the clamp from the pul- 
monary artery. In the midst of the reinjection the 
clamp was gradually removed from the descending 
aorta. 

In 12 dogs the author employed coronarocerebral 
perfusion with extracorporeal circulation through an 
oxygenator after clamping of the descending aorta. 
The blood was aspirated from the right ventricle. 
Several dogs survived this procedure for a few hours. 
In 3 dogs the mitral valves were sectioned after 
opening of the left ventricle; 2 dogs succumbed to 
fibrillation a few minutes later and 1 dog died several 
hours after the operation. 

In 4 dogs a mechanical heart and lungs were em- 
ploved. The apparatus had one right and one left 
pump. The oxygenator consisted of 11 coaxial re- 
volving cylinders. The blood was filtered through 
nylon. Ethylene oxide was used for sterilization. 
The T-tube should be introduced into the descend- 
ing aorta before the introduction of the cannula into 
the right ventricle. One dog died in the course of 
the experiment because of a technical error, another 
died 2 hours after a complete transfusion (autopsy 
revealed hemothorax), and the 2 other dogs devel- 
oped fibrillation at the time of the introduction of 
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the cannula into the right ventricle, but they pre- 
served all reflexes during the entire course of the 
perfusion which lasted 37 minutes. 

JosEpH K. Narat, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Leiomyoma of the Esophagus. OLLE WESTERBORN. 
Acta chir. scand., 1952, 103: 158. 


The author reports a case of leiomyoma of the 
esophagus in which operation produced good re- 
sults. A thoracotomy with shelling out of the tumor 
was done with little excision of mucous membrane 
about the growth. 

In a review of the literature, the author found 
27 cases in which operation was performed for eso- 
phageal leiomyomas, with 2 deaths. In 19 of these 
cases an enucleation of the tumor without opening 
the mucous membrane was done. The prognosis is 
good. Joun J. Matoney, M.D. 


Diffuse Nodular Myomatosis of the Esophagus (La 
myomatose nodulaire diffuse de l’oesophage). J. L. 
LortaT-JAcos. Gaz. méd. Port., 1952, 5:57. 

The term “esophageal dyskinesia,” applied to the 
functional syndrome in the form of megaesophagus 
or cardiospasm, does not carry any insinuations as 
to the anatomy or pathogenesis of the condition. 

Results of myotomy or esophagogastrostomy are 
inconstant and capricious in regard to their quality 
and duration. The anatomic changes involve the 
lowest portion of the esophagus but never the 
cardia. Therefore, the author advocates the thoracic 
approach. 

In 2 patients with cardiospasm and in 2 others 
with spasm of the thoracic portion of the esophagus, 
the author discovered a hitherto unknown condition, 
namely, diffuse nodular myomatosis. Long vertical 
myotomy cured the condition. 

The lesion, which must be differentiated from a 
true myoma, is located in the circular layer of the 
muscular coat of the esophagus and may easily be 
overlooked when the abdominal route is employed. 

Discomfort at deglutition in such conditions is 
probably attributable not only to the mechanical 
obstacle, but also to a spasm of the accessory muscu- 
lar fibers with interruption of peristaltic waves. 

The author is convinced that esophageal dyski- 
nesia nearly always is due to diffuse nodular myo- 
matosis. The nosology of this condition remains 
obscure. Joseru K. Narat, M.D. 


Surgical Treatment of Cancer of the Esophagus 
(Tratamiento quirairgico del cancer de esdéfago). 
Pablo de Sala. Rev. espan. enferm. ap. digest., 1952, 
9: 274. 

Since July of 1948 the author has performed 137 
exploratory thoracotomies. In 67 cases the lesions 
were found to be inoperable. The exploration itself 
was well borne in all cases, and 4 ulcers of the cardia 
of benign character could be resected by the trans- 
thoracic route without a single incident. 
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In 62 patients (48 men and 14 women) with 
malignant lesions of the cardia, the typical trans- 
thoracic resection was done. The youngest patient 
was 21 years of age, and the oldest, 71. There was a 
global mortality of 16 per cent (10 cases). These 
deaths occurred at periods of from 3 days to 78 days 
following the operation. The most frequent compii- 
cation was empyema, and when this was accom- 
panied by a mediastinitis, the process nearly always 
ended in death. Faulty coaptation of the esophago- 
gastric anastomosis is a serious complication leading 
to empyema of one or the other side of the pleural 
cavity, with fistulous formations, and frequently 
followed by death. j 

During the past 10 years the radical removal of 
tumors of the esophagus and cardia has been fol- 
lowed by improved results both as to morbidity and 
mortality. The methods for re-establishing continu- 
ity of the digestive tract have shown notable prog- 
ress, and the improvement in results has been the 
sequela of improvements accomplished in preparing 
the patient, in the method of administering the 
anesthetic, in the advance in chemotherapeutic 
modalities, and in the better understanding of the 
physiologic alterations following the surgical inter- 
vention, the surgical technique to be adopted, and 
the needs of the postoperative care of the patient. 

Although it is admitted that the technique is new, 
and its future is as yet unforseeable, the author has 
great faith in its possibilities. Much of the mate- 
rial which has come to his hands has been limited 
largely to far advanced lesions in the malignant 
cases, and so often he has had to be content with 
an exploratory operation, yet in one instance he 
actually removed a Broders’ Class 4 carcinoma of the 
esophagus, and the patient has since had more than 
a year of perfect health. This result compares 
more than favorably with the average case of cancer 
of the stomach in which it is rare, in advanced cases, 
to find a case of survival of 1 year. As a matter of 
fact, the mortality rate in this operation is amazingly 
better than was that for gastric surgery at the same 
stage of its development. 

One fact has been established beyond doubt, and 
that is that the cardia and the esophagus is accessible 
by this route. The author states that close collabora- 
tion between internists and surgeons in the attain- 
ment of early diagnosis will bring final triumph to our 
efforts and the way will be open generally to save 
the lives of patients who, ro years ago, would have 
been condemned to certain death. 

Joun W. Brennan, M.D. 


Esophagus Resection with Restoration of Conti- 
nuity by a Gastric Tube. I. Borrema. Arch. 
chir. Neerl., 1952, 4: 120. 


Two objections to the restoration of intestinal 
continuity by use of the stomach after esophageal 
resection are: (1) the limitation of space in the thor- 
acic cage by the thoracic stomach, and (2) the dif- 
ficulty involved in performing the anastomosis 
above the aortic arch when the entire stomach is 
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used. To obviate the limitation of space in the left 
hemithorax, the authors placed the stomach in the 
mediastinum. Although this procedure distributed 
the space occupied by the stomach throughout the 
entire chest cavity, the results have not been com- 
plete ly satisfactory. Furthermore, difficulty in 

vallowing associated with minimal obstruction of 
ie stomach has been noted in the esophagogastric 
anastomosis above the aortic arch when the entire 
stomach was utilized. 

To circumvent the partial obstruction, to decrease 
the space occupied by the stomach, and. to facilitate 
the anastomotic procedure, the stomach was made 
into a tube and placed in the posterior mediastinum. 
The procedure is applicable whenever the lesion is 
located in the esophagus or the cardia of the stom- 
ach. 

The technical considerations are appropriately il- 
lustrated and described. J. A. Strrman, M.D. 


MISCELLANEOUS 


The Pathology of the Diaphragm (Pathologie du 
diaphragme). L. DELoYERs and J. VAN DER STRICHT. 
Acta chir. belg., 1952, Supp., p. 9. 

This monograph on the pathology of the dia- 
phragm consists of two parts. The first part is de- 
voted to the normal anatomy of the region, its 
embryologic development, and its pathologic anat- 
omy, while in the second part pathologic lesions are 
classified and described. 

It is interesting to note that a diaphragmatic 
hernia was reported as early as 1610 by Ambroise 
Paré. Most of the credit for the development of 
modern surgery of the diaphragm must be given to 
3 men: Quent in France, Harrington in the United 
States, and Allison in England. 

While Harrington maintains that “diaphragmatic 
hernia is an inclusive term,” other writers distinguish 
true ‘hernia which has a sac from false hernia or 
evisceration which has no sac. The author’s classifi- 
cation, based on the anatomy and embryology of the 
liaphragm, is as follows: (1) atraumatic hernia: 
i) hiatus, (b) retrosternal, and (c) posterolateral; 
each of these may be embryonal or postembryonal, 
the latter being either fetal or acquired; (2) trau- 
mati ic hernia; and (3) diaphragmatic eventration, 

lated to the first 2 groups only from the clinical 
an ni urgical points of view. 

In tl he clinical section the author follows Harring- 
ton’s classification of diaphragmatic hernias and de- 
scribes in succession the various types of nontrau- 

1atic hernias and eventrations, and their conserva- 
tive i and surgica] treatment. 

his compact essay deserves special commenda- 

n for its lucid, comprehensive presentation of the 
sub ject, excellent schematic drawings, and a limited 
number of well selected references. It should afford 






nteresting and instructive reading to those special- 


aa 


aE in surgery of the diaphragm, and familiar 
the French language. 


Josepu K. Narat, M.D. 
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Thymic Neoplasms. Epwin R. FIisnHer, 
BURN, and DONALD B. EFFLER. 
1952, 24: 58. 

Although a total of 266 cases of thymic tumors 
have been recorded, numerous controversial opin- 
ions have been formed, particularly about its sur- 
gical pathology. Primary thymic neoplasms may 
be either lymphoid or epithelial in type, or a com- 
bination of both. The term “reticulum cell” has 
no justified application in the description of thymic 
tumors. Also, the term “thymoma” should be dis- 
carded because of its noncommittal character, cre- 
ating confusion with regard to cellular specificity. 

The following classification, based upon cell 
types, is now suggested: (1) lymphosarcoma, (2) 
carcinoma, (3) lymphoepithelioma, and (4) car- 
cinoma—granulomatous type. The latter is an 
epithelial variant of immature thymic cells pre- 
viously identified as Hodgkin’s disease. Thymic 
tumors are identified by the palpation of lobulated 
masses over the site of the gland, by growth ex- 
tension behind the sternum, and by involvement of 
the pleura and pericardium. 

In the present series of 5 cases, epithelial and 
lymphoid components were approximately equal in 
2 patients, predominantly epithelial or lymphoid 
in 2 others, and granulomatous in the last patient. 
The malignant character of the thymic neoplasm 
is difficult to recognize histologically because all 
thymic tumors tend to show nuclear hyperchroma- 
sia, irregularity, and pleomorphism. No histologic 
criteria differentiate the thymic neoplasm with 
myasthenia gravis from other thymic newgrowths. 
Further, malignant thymic tumors are definitely 
associated with myasthenic symptoms in some pa- 
tients. In the present series, only 1 patient pre- 
sented symptoms of mediastinal obstruction. In 
another, the first clinical sign was due to the pres- 
ence of a metastatic nodule in the thyroid gland. 
Another patient was asymptomatic and the thymic 
tumor was discovered on routine x-ray examina- 
tion. At operation pleural extension was already 
present in this patient. In the other 2 patients, 
the symptoms of myasthenia gravis were predom- 
inant. At the present time there is no predictable 
clinical relationship between myasthenia gravis and 
thymic neoplasm. In 75 per cent of patients with 
thymic tumors, myasthenia was not evident; how- 
ever, 50 per cent of patients in whom a diagnosis 
of myasthenia gravis was made demonstrated an 
associated thymic tumor. 

B. G. P. Suarrrorr, M.D. 


DONALD Co- 
J. Thorac. Surg., 


The Use of Bacteriostatic Agents in Thoracic Sur- 
gery; Causes of Error and Their Correction 
(Die bakteriostatische Therapie in der Thoraxchi- 
rurgie; fehlerquellen und deren Vermeidung). BER- 


THOLD LoeHR. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1952, 271: 77. 
The author reviews the literature and discusses the 


general problem arising from the use of bacterio- 
static agents in thoracic surgery. The study is based 
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upon 253 cases which represent the number of pa- 
tients admitted to the service of thoracic surgery of 
the University Hospital in Heidelberg during a 3 
year period starting in 1948. 

The infections within the thoracic cage often 
represent a tough therapeutic problem. It is there- 
fore of vital importance to exactly determine the 
variety as well as the drug sensitivity of the microbe 
in question. External or internal fistulas, abscess 
cavities, atelectatic lung segments with retention 
pneumonias, and bronchiectasis figure amongst the 
pathologic situations, the treatment of which may 
often be a failure if not carried out under full con- 
sideration of all factors influencing the action of the 
bacteriostatic drug. 

If, after having been tested for its specific action, 
the employed bacteriostatic substance is not found 
to favorably modify the course of the infection, one 
has to consider the various possible causes for such 
failure. A poor therapeutic result may be due to a 
too low, and thus ineffective, dosage of the drug, to 
impossibility of the substance to reach the infectious 
focus, or to the existence of multiple sites of infec- 
tion within the same area which may be inhabited by 
different varieties of microbes, only a part of which 
was available for bacteriologic examination. The 
authors therefore routinely perform repeated sensi- 
tivity tests, especially in the presence of a poor 
therapeutic response. All possible means should be 
employed to properly obtain infectious material. If, 
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despite an adequate dosage and established specific 
action, the bacteriostatic drug does not influence the 
evolution of the infectious process, it is correct to 
suppose that the substance does not properly, or at 
all, reach the focus of infection. In such a case it js 
indicated to change the way of administration of the 
drug and the oral or parenteral route should be re- 
placed by local applications (aerosol, instillations 
through a bronchial catheter, transthoracic punc- 
ture). It is evident that any possible upper respira- 
tory tract or oral infection is to be eradicated, since 
they may represent the primary focus which supplies 
purulent material to the secondary intrathoracic 
infection. 

The authors routinely collect material for sensj- 
tivity tests shortly prior to surgery if the preopera- 
tive treatment was of 1 week’s duration or more, 
Besides testing infectious material recovered at the 
time of operation, they repeat the bacteriologic 
examination on several occasions during the post- 
operative period. A great effort should be made to 
adequately drain the operated area and to avoid its 
postoperative contamination, which in most in- 
stances is due to highly resistant pathogenic agents 
such as Bacillus coli or Bacillus proteus. Further- 
more, it is of paramount importance to insist upon a 
carefully planned management with bacteriostatic 
drugs since the presence of drug-resistant microbes 
seriously challenges the success of any surgical 
procedure. R. ScHOBINGER VON SCHOWINGEN, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Real Value of Transversalis Fascia in Inguinal 
Hernioplasties (Real apreco da fascia transversalis 
nas hernioplastias inguinais). HUMBERTO BARRETO. 
Rev. brasil. cirurg., 1952, 23: 79. 

On the basis of 30 dissections of the inguinohypo- 
gastric region the author denies the existence of the 
conjoined tendon and emphasizes the variations in 
the internal oblique and transversalis muscles. 

The transversalis fascia offers the greatest resist- 
ance in its lower or inguinal portion where it receives 
fibers from the aponeurosis of the transversalis mus- 
cle spreading in various directions. The inferior in- 
sertion of the median portion of the transversalis 
fascia is composed of Cooper’s ligament although it 
is adherent in its course to Poupart’s ligament. 

The histologic structure of the transversalis fascia 
imparts to it a relatively low resistance which does 
not equal that of the musculoaponeurotic sheath. 

The abdominal cavity has an ovoid shape. The 
pressure maintained within this cavity is greatest 
in the direction of the inferior pole or the lesser pel- 
vic cavity. 

A considerable congenital or acquired depression 
of the abdominal wall favors the development of a 
peritoneal sac because the intra-abdominal pressure 
converges upon the funnel-shaped formation. Slight 
protrusions of the peritoneum are prevented by the 
resistance of the transversalis fascia which counter- 
acts the effect of intra-abdominal pressure. If the 
transversalis fascia fails, a direct inguinal hernia 
forms. 

Recurrences following repair of an indirect hernia 
are of the direct type in 75 per cent of all the cases. 

The mechanism of the formation of indirect her- 
nias from a depression caused by an incomplete 
obliteration of the processus vaginalis is similar to 
the mechanism responsible for direct hernias. 

Attachment of the transversalis fascia to the cru- 
ral arcade or to Cooper’s ligament according to 
McVay’s technique, or simple plication eliminates 
the fovea inguinalis medialis and furnishes excellent 
results in the repair of both direct and indirect her- 
nias. In view of the fact that McVay’s operation is 
technically difficult and carries with it the danger of 
an injury to the femoral vein, the author usually 
attaches the fascia to the crural arcade, thus oblit- 
erating the fovea inguinalis medialis. The spermatic 
cord is exteriorized., Joseru K. Narat, M.D. 


GASTROINTESTINAL TRACT 


Studies on Digestion and Absorption after Total 
Gastrectomy. SniceK1 Yuya. Kyushu Mem. M. 
Sc., 1951, 2: 167. 

These studies were conducted in order to clarify 
the metabolic defect accompanying total gastrec- 


tomy. The studies were carried out on 34 persons, 
viz., 7 normal subjects, 5 patients with partial 
gastrectomy, 8 patients with total gastrectomy by 
esophagojejunostomy, 7 patients with total gas- 
trectomy by esophagoduodenostomy, and 7 patients 
with total gastrectomy by Tomoda’s technique. The 
latter technique consists of using a loop of jejunum 
to serve as a gastric pouch between the esophagus 
and duodenum. 

Conclusions reached by the author indicate that 
the processes of digestion and absorption in patients 
with partial gastrectomy go on as nearly perfectly 
as in normal persons and the production of protein 
putrefaction are small in quantity. 

In patients with total gastrectomy and esophago- 
jejunostomy, indole and phenol with some of their 
derivatives are found in increased quantity in the 
stool. The digestion and absorption of fat were 
worse than in other cases of total gastrectomy. Pro- 
tein was also digested and absorbed rather unsatis- 
factorily since amino nitrogen was excreted in an 
increased quantity and the polypeptide chains were 
a little longer. 

In patients with total gastrectomy by esophago- 
duodenostomy, there appeared to be better digestion 
of fat, protein, carbohydrate, amino nitrogen and 
polypeptide, but there was still a rather great in- 
crease in indole and phenol. 

Patients with total gastrectomy and a substitute 
stomach, according to Tomoda’s technique, appeared 
to have better digestion and absorption of fat, pro- 
tein, and carbohydrate than did any of the patients 
with other types of total gastrectomy. Indole and 
phenol production were low. Thus the author con- 
cludes that the presence of a substitute stomach after 
total gastrectomy, which allows food to pass through 
the duodenum, results in physiological functions of 
digestion which more closely resemble the normal 
and therefore this method is superior to other types 
of total gastrectomy. Harotp LAurMAN, M.D. 


Volvulus of the Stomach. JdérceN B. DALGAARD. 
Acta. chir. scand., 1952, 103: 131. 


A case of volvulus of the stomach in a 66 year old 
woman is reported. The patient was admitted with 
acute abdominal reactions which, in view of an un- 
clear past history, considerable weight loss, and ob- 
scure roentgen findings, were first supposed to be due 
to an inoperable pyloric cancer with stenosis. A 
renewed roentgen examination shortly before death 
revealed a mesenterio-axial volvulus with pylorus 
upwards and forwards. The autopsy findings are 
reported: A previously observed diaphragmatic 
hernia must be considered to constitute a predis- 
posing cause. 

A survey of 150 cases of volvulus of the stomach 
from the literature (including about 100 cases of 
acute volvulus) is presented in tabular form. These 
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cases are Classified according to degree (volvulus— 
torsion), extent (total—partial), and axis of rotation 
(organoaxial—mesenterio-axial, anterior or posteri- 
or). The pathogenesis is reviewed and the cases are 
grouped according to predisposing causes; possible 
exciting causes are mentioned. Volvulus is equally 
common in both sexes and may occur at any period 
of life; although it is encountered most frequently in 
elderly persons, 8 cases in children are on record, 

In considering the symptomatology and diagnosis, 
it is emphasized that volvulus often occurs as a 
sudden complication of a less serious basic disease. 
The main symptoms are acute pain in the epigas- 
trium or below the left costal margin, acute meteor- 
ism, and attempts at vomiting. General symptoms 
(shock) occur early. Tenderness is not located at 
any definite point. Difficulty in securing the passage 
of a stomach tube is typical. Roentgen examination 
may be of value in the diagnosis, but in acute vol- 
vulus contrast medium will scarcely pass the cardia, 
and definitely not pass the pylorus. Chronic torsion 
and the intermittent type of volvulus are briefly 
touched upon. 

Surgical measures (detorsion and, possibly, causal 
treatment) constitute the only successful therapy in 
cases of acute volvulus, and it must be presumed that 
the prognosis will improve to the same extent as the 
disease becomes known. CHARLES Baron, M.D. 


Tuberculosis of the Stomach. WALTER GAINES, 
Howarp L. SternsBacu, and ELizABETH LOWEN- 
HAUPT. Radiology, 1952, 58: 808. 


Tuberculosis of the stomach is relatively rare, and 
in most series of cases its incidence is considerably 
less than 1 per cent. The authors review the litera- 
ture on all such cases and, in addition, they present 
4 cases of their own. Three of these patients had a 
chronic gastric ulcer, secondarily infected by tuber- 
culosis. 

Most cases are diagnosed preoperatively as gastric 
ulcer and carcinoma; lues must also be considered 
differentially. One should be suspicious of gastric 
tuberculosis in a young patient who has a demon- 
strable lesion in the stomach which has not respond- 
ed to conservative therapy, and who in addition has 
one, or a combination, of the following findings: 
(a) tuberculous infection elsewhere; (b) strongly 
positive tuberculin reaction; (c) palpable abdominal 
mass; (d) roentgenologic evidence of a fistula or 
sinus; and (e) involvement of the stomach and duo- 
denum simultaneously with contiguity of the lesions. 
In the absence of pulmonary tuberculosis, the pres- 
ence of acid-fast organisms in the gastric contents 
may be of aid. 

In a patient suspected of having gastric tubercu- 
losis, and who has not responded to the routine 
treatment for peptic ulcer, it is suggested that a ther- 
apeutic test be made with streptomycin for a period 
of at least 3 weeks. Subtotal gastric resection gave 
excellent results, particularly when the tuberculosis 
was confined to the stomach. 

Ernest D. BLOOMENTHAL, M.D. 
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Pathogenesis, Clinical Picture, and Therapy of 
Gastric and Duodenal Ulcers (Zur Pathogenese 
Klinik, und Behandlung des Magen-und Duodenal. 
geschwuers). E. v. Repwitz. Langenbecks Arch. uy. 
Deut. Zschr. Chir., 1952, 271: 219. 


A review of the international literature does not 
lend support to the statement that marginal ulcers 
develop with the greatest frequency after anterior 
gastrojejunostomy, supposedly because: the farther 
away from the stomach, the less the resistance of 
jejunal mucosa to the action of the gastric juice. 

No definite answer can yet be given to the question 
of whether normal gastric mucosa produces an anti- 
peptic agent which protects it from ulcer formation. 

The results of the author’s experiments show that 
corrosion of the gastric mucosa is produced not by 
hydrochloric acid but by the normal gastric juice— 
in other words, the combination of hydrochloric acid 
and pepsin. The role of neutralization of hyperacid 
gastric juice by bile and pancreatic secretion has 
been overemphasized. 

Hyperacidity or hypoacidity is the sequel and not 
the cause of an ulcer. The role of anemia, chlorosis, 
or ion concentration in the genesis of ulcers has not 
been established. On the other hand, it is probable 
that insufficient blood supply or malnutrition of cer- 
tain areas of the gastric mucosa makes them suscep- 
tible to digestion. 

An ulcer caused by infection, inflammation, or 
suppuration of a lymph node causes a reaction and 
thus creates a vicious circle. Hereditary factors or 
improper diet may be responsible for chronicity of an 
ulcer. The inflammatory theory and the peptic 
theory of the genesis of peptic ulcers are not dia- 
metrically opposed, one to the other, but rather 
supplement each other. 

The therapy of peptic ulcers which is based 
chiefly on the peptic theory of their genesis aims to 
interrupt the vicious circle. 

Vagotomy is condemned by the author because it 
produces gastric and intestinal atony and because it 
is based on the erroneous assumption that suppres- 
sion of the first Pavlov’s phase is more important 
than that of the second phase. 

Josepu K. Narat, M.D. 


Partial Gastrectomy With and Without Vagus 
Resection in Treatment of Duodenal Ulcer. 
Louts T. Patumso, R. E. Paut, and G. T. WESTLY. 
Arch. Surg., 1952, 64: 756. 

A comparative study of the results of partial gas- 
trectomy in 99 patients and the results of partial 
gastrectomy with bilateral infradiaphragmatic vagus 
resection in 30 patients treated for duodenal ulcer is 
presented. In both groups the duodenal ulcer was 
removed, and the type and amount of gastric resec- 
tion were identical in the two. An antecolic gastro- 
jejunal anastomosis was performed with the use of a 
short afferent jejunal loop. 

The postoperative mortality (3%) was the same 
in the two series. The complication rate was likewise 
about equal (30%). 
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The postoperative gastric analysis studies re- 
vealed absence of free hydrochloric acid in the fasting 
specimens in gt per cent of the group having partial 
gastrectomy and in roo per cent of the group having 
gastrectomy and vagectomy. After injection of his- 
tamine, 37 per cent of the partial gastrectomy group 
showed 1 to 40 units of free hydrochloric acid. In the 
gastrectomy-vagectomy group, after administration 
of histamine and Hollander’s insulin tests, there was 
a complete absence of free hydrochloric acid. 

The emptying time of the gastric remnant in the 
partial gastrectomy series averaged 1 hour, and in 
the other group the average time was 4 hours. In 
33.3 per cent of the patients studied in the gastrec- 
tomy-vagectomy group, the motor test meal studies 
revealed hypomotility of the small bowel with pud- 
dling, clumping, and segmentation of barium in the 
lower jejunum and upper ileum. 

Two cases (2.7%) of marginal ulcer developed in 
the partial gastrectomy group, and none developed 
in the other group during a follow-up period of 4% 
years. 

" The over-all results were considered excellent to 
good in 87 per cent of the partial gastrectomy group 
and in 78 per cent in the gastrectomy-vagectomy 
group. The dumping syndrome occurred equally 
often (20%) in the two series. The most troublesome 
complaint and complication was diarrhea (30%) in 
the gastrectomy-vagectomy series. 

Ey Exuiorr Lazarus, M.D. 


Gastric Cancer (Cancer del estomago). EpuArpo F. 
Lascano. Sem. méd., B. Air., 1952, 59: 477. 

During the period from 1942 to 1951 the author 
recorded 168 cases of gastric cancer at the Surgical 
Institute of Haedo, Jefe, among 1,666 cases of ma- 
lignant tumors, an incidence of 10 per cent. The lo- 
cation of the tumors in the stomach was as follows: 
pyloric antrum (48.5 per cent), lesser curvature 
(20.7 per cent), cardiac and fundus (15.7 per cent), 
and at the greater curvature of the stomach (4.2 
per cent). The tumors were diffuse in 10.7 per cent. 

Witram E. Ricketts, M.D. 


Studies of the Morphological Factors Connected 
with the 5 Year Survival in Gastric Carcinoma 
(Studio dei fattori morfologici connessi con la soprav- 
vivenza oltre i 5 anni dall ’intervento nel carcinoma 
gastrico). Luict TONELLI and GrrRoLAMO FAVACCHIO. 
Policlinico, sez. chir., 1952, 59: 65. 

The authors reported their findings in 32 cases of 
gastric carcinoma in patients who had a 5 year sur- 
vival period after surgery. These cases were studied 
morphologically and compared with a series of 32 
other cases of gastric carcinoma in which metastases 
or recurrence caused death within 18 months follow- 
ing surgery. 

In 21 per cent of the first series a special type of 
carcinoma was identified; this type was found to be 
totally different from the type found in the second 
series of cases, those in which death occurred within 
18 months. The tumors in the first series were found 
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to be similar to the carcinoids and must be consid- 
ered of low malignancy. 

The point was stressed that, with the exception of 
the particular type of carcinoma identified, the prog- 
nosis of gastric carcinoma as to life expectancy has 
no practical value because of the frequent errors that 
are made in histopathological evaluation. 

The article presents many excellent microscopic 
pictures and clear tables of histologic comparison 
with severe malignancy. ANTHONY Pino, M.D. 


Carcinoma and Polyposis in the Gastroenterostomy 
Ring (Das Carcinom und die Polyposis im Gastro- 
enterostomiering). J. EpELHorr. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1952, 271: 145. 


Nineteen cases of carcinoma in the region of the 
stoma following gastroenterostomy or the Billroth 
II resection were collected by the author from the 
literature, and he adds 5 cases of his own. 

The prognosis is good if the condition is recognized 
and treated in its early stages. 

Individual predisposition of genes, combined with 
other endogenous or alimentary irritants, is probably 
responsible for the development of gastric cancer. 
Special mechanical conditions in the region of the 
stoma facilitate the appearance of cancer in that 
region. 

In 2 patients polypoid gastritis was detected in the 
tissues surrounding the stoma. 

Roentgenologic studies allow differentiation of 
stoma-cancer from a marginal ulcer or a benign in- 
flammatory tumor with gastrocolic fistula. Very 
late appearance of the symptoms, anacidity, anemia. 
loss of weight, vomiting, and eructations are sug- 
gestive of cancer. 

The method of choice is complete removal of the 
tumor, Billroth I resection, and jejunojejunostomy. 
If the gastric stump is very short, or a grave duodenal 
lesion is present, this procedure must be modified 
to suit the condition. Josepu K. Narat, M.D. 


Resection of Carcinoma of the Cardia with End-to- 
End Anastomosis of the Stomach and the 
Esophagus (Die Radikaloperation des Kardia- 
carcinoms mit End-zu-End-Vereinigung des Ma- 
gens mit der Speiseroehre). E. EBNER. Langen- 
becks Arch. u. Deut. Zschr. Chir., 1952, 271: 375. 


The various techniques of cardiac resection for 
carcinoma were described in detail in a recent article 
by Denk. The customary method in Vienna is the 
Sweet operation with closure of the resected portion 
of the stomach and anastomosis of the esophagus 
with the anterior portion of the stomach. 

The author advocates an end-to-end anastomosis 
of the esophagus with the remaining antrum of the 
resected stomach. This procedure is shorter, tech- 
nically easier, and the anastomosis is easier to cover 
with pleura. No insufficiency of the suture line has 
been observed and the conditions created are more 
physiological. The method is compared with the 
Billroth I procedure. It has been described by 
Soler-Roig and in this country by Palumbo and 
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Priestley. The latter authors have reported 5 cases, 
and the present author operated on 6 patients. 

In 1 instance the procedure was carried out trans- 
thoracically and in the remaining 5 instances the 
operation was begun abdominally and _ finished 
thoracically. After mobilization of the stomach 
and esophagus the duodenum is freed; this is usually 
done without difficulty. Then the stomach is drawn 
up into the thoracic cavity and attached to the dia- 
phragm immediately above the pylorus. The vagi 
are resected without noticeable ill effect and resec- 
tion of the stomach is carried out, usually 3 to 4 cm. 
proximal to the pylorus. End-to-end anastomosis 
with the esophagus is performed in three layers. 
Care must be taken to avoid tension. Closure and 
postoperative treatment are the same as outlined by 
Denk. 

One patient in whom the carcinoma had infiltrated 
the pancreas died on the seventh postoperative day. 
The suture line was intact. One other patient died 
4% months later from pneumonia. The suture line 
was found to be normal. There was no constriction 
and no residual carcinoma was found. Four patients 
are well 4, 5, 16, and 17 months postoperatively. 
The cardiac remnants enlarge rather quickly within 
the thoracic cavity, but this has caused no serious 
difficulty. Kurt BenirscukE, M.D. 


Total Gastrectomy in the Treatment of Carcinoma 
of the Stomach (Die totale Gastrektomie in der 
Therapie des Magencarcinoms). A. WINKELBAUER. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1952, 271: 
203. 

The percentage of 5 year cures after gastric resec- 
tion for carcinoma is lower than that after operations 
for cancer of the colon or the rectum. To a great 
extent, this is due to an insufficient resection. There- 
fore, total gastric resection is gaining in popularity. 

Of a total of 114 patients with cancer of the stom- 
ach, treated by the author, 71 were men and 43 were 
women. In only 36 of 98 patients operated on could 
exploration or a palliative procedure be done. Of 
the remaining 62 patients, 32 underwent total 
gastrectomy. 

A histologic examination of the specimens showed 
that in 7 cases the sectioned proximal or distal end 
of the stomach contained malignant tissue; therefore 
the author waits now for a report of the examination 
of frozen sections before finishing the operation. 

Of the 32 patients who underwent total gastrec- 
tomy, 8, or 25 per cent, succumbed to the operation, 
while the mortality after partial resection was 13 per 
cent; no fatalities occurred in the group in which a 
subtotal (more extensive than partial) resection had 
been employed. 

The spleen was removed in some instances, but 
not routinely. 

Only when total gastrectomy is employed is it 
possible to remove not only the entire greater 
omentum but also the entire lesser omentum, the 
parapancreatic glands, and those in the spleen 
pedicle. 
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The percentage of permanent cures can be in- 
creased by routine employment of total gastrectomy 
in the treatment of cancer. . 

JoserH K. Narar, M.D. 


A Study of Intestinal Intubation Using a Flexible 
Stylet with Controllable Tip. Grarron A. 
SmitTH. Surgery, 1952, 32: 17. 

The author describes a technique for intestinal 
intubation. He uses a long tube and a stylet which 
is alternately made stiff or flexible as the tube is 
advanced. The tip of the suction tube can be 
placed at the pylorus, and then, by manipulation 
of the stylet, the tube can be advanced into the 
second or third portion of the duodenum. When 
this has been accomplished, the long tube is ad- 
vanced well into the small bowel by alternately 
withdrawing the stylet 10 to 15 cm., and then 
advancing the stylet and the tube as a unit. When 
the desired level is reached, the balloon at the end 
of the long tube is inflated and the tube is pro- 
pelled forward from this point by peristalsis and 
by manual advancement at its nose, the stylet 
being used only during the positioning. 

In 180 consecutive trials at intubation in 159 
patients with intestinal distention and 21 patients 
without distention, the average time for passage 
of the tube and placement of the tip in the jejunum 
was 11.06 minutes. In 24 patients with gastro- 
enterostomies, there was successful intubation in 
95 per cent, in an average time of 7 minutes. 
These figures are excellent when compared with 
other series. There were no instances of perfora- 
tion even though in some of the cases included, 
gastroenterostomies were only of 3 to 5 days’ 
duration. 

In evaluation of the results, 124 attempts at in- 
tubation in patients with intestinal obstruction 
were studied. Within 12 hours, 63 per cent of the 
patients with marked obstruction, 63 per cent of 
the patients with moderate obstruction, and 77 
per cent of the patients with slight obstruction 
were adequately decompressed. An overall figure 
of 83 per cent of patients were successfully decom- 
pressed without resorting to other modes of ther- 
apy. Of the 16 patients who failed to have ade- 
quate decompression, 11 had been successfully in- 
tubated but could not be decompressed. There 
were 12 deaths (11%) in the entire series. These 
encouraging statistics suggest further trial with 
this method of intubation. 

Haroip M. Uncer, M.D. 


Neurinoma of the Rectum (Neurinoma do recto). 
EDISON DE OLIVEIRA, PEDRO DE SouzA CAMPOS 
Fino. Rev. brasil. gastroenter., Rio., 1951, 3: 275. 


A very rare case of neurinoma of the rectum in a 
63 year old male is reported. This tumor was seen 
proctoscopically in the anterior wall of the rectum; 
it had a smooth surface, was covered by mucosa, but 
was not painful. Cystoscopy revealed an extrinsic 
deviation of the posterior urethra without obstruc- 
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tion to the passage of urine. The tumor was suc- 
cessfully resected. Wituiam E. Ricketts, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


Ligation of the Hepatic Artery (La legatura dell’arteria 
epatica). RAIMONDO BartIAtTTi and ADAMO DaGrabl. 
Arch. ital. chir., 1952, 75: 16. 


The authors review the problem of ligation of the 
hepatic artery with a method of modifying the re- 
sults. They are of the opinion that in man, ligation 
of the hepatic artery proximal to the right gastric 
artery is not always fatal, but ligation distal to the 
right gastric artery is always fatal. 

Ihe authors conducted a series of 8 experiments on 
65 dogs under ether narcosis. In Group I the hepatic 
artery was ligated at its origin. Of 5 dogs so treated, 
3 died within 72 hours, and 2 were alive 4 months 
after surgery. In Group II the hepatic artery was 
igated at its origin and the right gastric and gastro- 
duodenal arteries were sectioned. Of to dogs so 
operated upon, 1 lived 4 days and the others died 
within 72 hours. Eight dogs in Group III were sub- 
jected to the same procedure as those in Group II, 
but were given 300,000 units of penicillin daily for 
3 days. All 8 were alive 4 months after surgery. In 
Group IV the branches of the hepatic artery were 
ligated and the hepatic artery was anastomosed to 
the portal vein in 21 dogs. Nine died within 5 days, 
and 12 survived the procedure. Five dogs in Group 
V were treated as those in the fourth experiment, 
and in addition received 300,000 units of penicillin 
daily for 5 days postoperatively. Four of these dogs 
survived the experiment, and 1 died after 24 hours. 
In Group VI, the hepatic artery was ligated at its 
origin and all of its branches were sectioned. These 
dogs were given chloromycetin (1 gm./kgm.) for 5 
days intramuscularly. Of 5 dogs so treated, 4 sur- 
vived and 1 died after 70 hours. Five dogs in Group 
VII were treated as those in Group VI but were 
given trisulfa (0.07 gm./kgm.) intramuscularly for 
s days. Only 1 dog died after 50 hours. Six dogs in 
Group VIII were subjected to the same procedure 
as those in Group VI, but were given only metilan 
lipotropic factors (10 c.c.) intravenously for 5 days. 
All 6 dogs died within 90 hours. 

Histological studies on the dogs that died showed 
areas of necrosis about the central veins surrounded 
by poorly staining amorphous hepatic cells and cel- 
lular infiltration. The intertrabecular spaces were 
dilated and congested with areas of infarction. 

The data of these experiments show that ligation 
of the hepatic artery at its origin results in a mor- 
tality rate of 40 per cent. The mortality rate follow- 
ing ligation of the hepatic artery and its collateral 
branches is 100 per cent. With penicillin treatment 
the mortality rate in the latter group was reduced to 
oper cent. With chloramphetical and sulfa drugs 
the mortality rate dropped to 20 per cent. 

"he authors thus confirm the observations of 
American authors, and are also of the opinion that 


death does not result from the deficiency of arterial 
blood in the hepatic cell, but rather from autolysis 
of hepatic tissue caused by a toxinfective mecha- 
nism. The organisms responsible for this action are 
probably penicillin-sensitive anaerobic bacteria. 
ROLAND A. MANFREDI, M.D. 


The Surgical Aspects of Intrahepatic Biliary Ob- 
struction. IAN Airp. Ann. Surg., 1952, 136: 27. 
One of the most anxious, and not the least em- 
barrassing, situations in which a surgeon can find 
himself is to explore the upper abdomen of a pa- 
tient who, by all available clinical tests, has been 
shown to be suffering clearly from obstructive 
jaundice, and to find on exploration an empty 
gallbladder, an undilated common bile duct, a nor- 
mal pancreas, and no visible or palpable cause of 
obstruction in those biliary passages which lie out- 
side the porta hepatis. 

A clinical picture of obstructive jaundice may be 
produced by several varieties of intrahepatic ob- 
struction of the biliary tract, including intrahepatic 
stone, hepatoma arising near the porta hepatis in 
relation to the confluence of the right and left 
hepatic ducts impalpable at operation, and very 
extensive malignant infiltration of the biliary pas- 
sages within the liver. 

Some patients presenting a clear picture of ob- 
structive jaundice may present no detectable bil- 
iary obstruction and may provide a normal oper- 
ative cholangiogram. ‘The histologic features in 
these may be those of obstructive jaundice or of 
demonstrable biliary cirrhosis. The normal chol- 
angiogram in these cases seems to justify the use of 
the term “cholangiolitic biliary obstruction.” 

A curious case of cholangiolitic biliary obstruc- 
tion associated with generalized enlargement, red- 
dish discoloration of the upper abdominal lymph 
nodes (which were filled with a pigment presumed 
to be bilirubin), and occurring in a patient who 
was subject to repeated hemorrhages from mucous 
surfaces and a severe and prolonged anemia, is 
described. 

The diagnosis of cholangiolitic biliary obstruc- 
tion should be applied at operation with diffidence, 
and it is confirmed only by the continued survival 
of the patient with progressive and permanent 
recovery from jaundice. If these conditions are not 
satisfied, the presence of a hepatoma within the 
liver, and not palpable at laparotomy, must be 
entertained. 

A curious extension of hepatoma into the bile 
passages to occupy often the whole length of the 
common duct, and its puzzling histologic char- 
acter, with the presence of well formed biliary 
tracts, is described. 

Normal operative cholangiograms were obtained 
from 2 patients suffering from biliary xanthomas, 
and additional evidence is adduced for regarding 
xanthomatosis as secondary, in some cases, to 
cholangiolitic obstruction. 

Joun E. Krrxpatrick, M.D. 
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The Postcholecystectomy Syndrome (Secuelas post- 


colecistectoma). AtTmL1Io J. Lasata. Rev. brasil. 
cirurg., 1952, 23: 31. 
The postcholecystectomy syndrome may _ be 


simulated by other conditions, such as appendicitis, 
gastric or duodenal ulcer, juxtapapillary duodenal 
diverticulum, nonbiliary pancreatitis, diaphragmatic 
hernia, postoperative eventration, inflammation of 
the omentum, lithiasis or ptosis of the right kidney 
or pyelonephritis, lesions of the colon, ileitis, lesions 
of the female adnexa, allergy, or nervous conditions 
such as neuritis or radiculitis. 

The postcholecystectomy syndrome in the strict 
sense of the word may be subdivided as follows: 

A type which is characterized by pain and dyspep- 
sia, rarely requires a second intervention, and occurs 
most frequently in patients who prior to the opera- 
tion had had a functioning gallbladder containing 
stones. The sudden cessation of the bladder furfction 
after removal of the bladder has an untoward ef- 
fect upon the gastric, intestinal, and pancreatic se- 
cretions. Antispasmodics, hydrochloric acid, pepsin, 
and pancreatic secretion usually relieve the condi- 
tion. Pain and dyspepsia may also be attributable to 
hepatitis which is concomitant with cholelithiasis. 
Biliary dyskinesia is due to an interference with the 
bile flow because of neuromuscular disturbances of 
the mechanism of the sphincter of Oddi. Atropine, 
scopolamine, or nitroglycerine frequently relieve 
this condition. Dilatation of the sphincteric region 
or papillotomy is sometimes unavoidable. 

A second type of postcholecystectomy syndrome 
consists of true recurrences which, as a rule, require 
a second operation. Residual stones in the hepatic 
or the common duct may be responsible for the con- 
dition. Organic lesions of the terminal portion of the 
common duct or of the sphincter of Oddi may be 
demonstrated by operative cholangiography or 
manometry at the first operation. If this has not 
been done, a secondary dilatation of the sphincter or 
papillotomy may be required. Residual stones in, 
or neuroma of, the stump of the cystic duct may be 
responsible for the postcholecystectomy syndrome. 
Chronic cholangitis, postoperative adhesions, or a 
postcholecystostomy fistula may cause a painful 
syndrome. 

The third type of syndrome is accompanied by the 
most serious complications, such as a biliary fistula 
caused by an operative trauma to the hepatic or the 
common duct, a postoperative stenosis consecutive 
to a surgical lesion, cholecystoduodenal or chole- 
cystocolic fistula, or ligation of the right hepatic 
artery. JosepH K. Narat, M.D. 


Persistence of Symptoms Following Cholecystec- 
tomy with Special Reference to Anomalies of 
the Ampulla of Vater. Warren H. COLE and 
WitttAM J. Grove. Ann. Surg., 1952, 136: 73. 


The authors discuss the problem of persistent 
symptoms following cholecystectomy. They report 
two cases in which such symptoms were due to 
anomalies of the ampulla of Vater. 
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It is believed that a postcholecystectomy syn- 
drome may result from the following: (1) erroneous 
diagnosis—conditions outside the biliary tract; (2) 
common duct stones; (3) chronic pancreatitis; (4) 
enlarged cystic duct stump; (5) anomalies of the 
sphincter of Oddi and ampulla of Vater; (6) biliary 
dyskinesia; (7) neuromas; and (8) psychoneurosis, 

Careful and accurate study should reveal causes 
outside the biliary system. Psychoneurosis should 
be considered as a last resort and only after re- 
peated efforts have been made to eliminate organic 
disease. Stones must be removed from the com. 
mon duct, and great care taken to see that explora. 
tion of the duct is thorough and complete. 

If diffuse sclerosing pancreatitis is present, the 
authors prefer transduodenal cutting of the sphinc- 
ter of Oddi. In the presence of jaundice from such 
disease, some type of transplantation of the duct 
will be needed. Localized pancreatitis usually re- 
sponds to some type of anastomosis between the 
gallbladder and intestinal tract. Transduodenal 
exploration of the sphincter and ampulla may be 
required in order to make the correct diagnosis. 

A remaining cystic duct stump requires ex- 
cision. One of the anomalies reported in this pres- 
entation was a stenosis of the sphincter of Oddi, 
which was corrected by cutting the sphincter 
transduodenally. The second anomaly consisted 
of a junction of the common duct with the pan- 
creatic duct by way of an opening only 1 mm. in 
diameter. It was corrected by cutting the bridge 
of tissue between the two, to form a large open- 
ing. Both patients recovered and remained well. 

Biliary dyskinesia is amenable to various forms 
of therapy. Section of the sphincter of Oddi may 
suffice and the authors prefer transduodenal sec- 
tion rather than the use of the sphincterotome. Ex- 
cision of nerve fibers about the common duct and 
sympathectomy are other methods. Relief has 
been reported by subdiaphragmatic vagotomy as 
well as by choledochoduodenostomy and trans- 
plantation of the common duct into the intestine. 

Attention is called especially to anomalies of the 
ampulla of Vater as a cause of postcholecystectomy 
symptoms, Donatp C., Getst, M.D. 


Clinical Studies on the Action of Some Drugs on 
the Variations of Pressure of the Extrabiliary 
Ducts and the Anesthetic Problem During 
Operation on These Ducts (Dell’azione di alcuni 
farmaci sul dinamismo delle vie biliari extraepatiche 
e del problema dell’anestesia nell’esplorazione ma- 
nometrica per-operatoria di esse). LuctANO LOREN- 
ZINI and GIOVANNI ELZENBAUM. Gior. ital. chir., 
1952, 8: 225. 

Experiments were carried out upon the biliary 
ducts of dogs, with the technique of Mallet-Guy, for 
the purpose of determining the type of anesthesia 
most suitable and the variations in pressure upon the 
extrahepatic biliary ducts during operation on these 
ducts. Such preanesthetic drugs as morphine, 
atropine, scopolomine, and the antihistamine drugs, 
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bothalone and in combinations as recently used, were 
tested. The authors also studied the following anes- 
ihetics: the barbiturates, nitrous oxide, ether, and 
d-tubocurarine. 

[he authors do not recommend any one anes- 
thetic, because they realize that it is impossible to 
keep a patient under a certain level of anesthesia 
with one anesthetic and because the result depends 
on whether the common duct is disturbed or not. 

As to the use of the preanesthetic drugs, morphine 
and atropine, or morphine and scopolamine were 
found to be the best combinations. Antihistamine 
drugs, both alone and with scopolamine, did not 
change the results that were obtained with morphine 
and atropine in regard to the pressure. 

No conclusions of importance for the surgery of 
the extrabiliary ducts are given by the authors. 

ANTHONY Pino, M.D. 


Wirsung’s Canal. Its Exact Topography and Bilio- 
pancreatic Connections (Le canal de Wirsung: 
quelques précisions sur sa topographie et les con- 
nexions bilio-pancréatiques). Gaston CorDIER and 
Micuet Arsac. J. chir., Par., 1952, 68: 505. 


New surgical procedures on the biliary passages 
and the pancreas necessitate exact knowledge of the 
topography of this region. 

The authors studied 44 specimens of pancreas ob- 
tained at postmortem examinations. Roentgeno- 
graphic studies were supplemented with dissections, 
serial sections, and the preparation of corrosion 
specimens. Three main ducts were recognized: 
Wirsung’s canal, Santorini’s duct, and one which the 
authors propose to name “‘inferior duct of the head 
of the pancreas.” 

In 14 of 23 specimens, the great caruncle was 
found and in 8 Vater’s ampulla was found. If the 
latter is absent, both orifices are separate from one 
another. The orifice of Wirsung’s canal is always 
located anteriorly and below the orifice of the com- 
mon duct. The latter can be entered if a probe in- 
serted behind and above Vater’s ampulla is directed 
upward, to the left, and slightly backward. A probe 
introduced along the anteroinferior wall of the 
ampulla in a transverse direction, perpendicular to 
the median wall of the second portion of the duo- 
denum, and in a plane parallel to the head of the 
pancreas lies in Wirsung’s canal. 

The inferior canal of the head of the pancreas 
drains the greatest portion of the segment of the 
head situated below Wirsung’s canal. 

JosEpH K. Narat, M.D. 


The Role of Vasculonervous Alterations in the 
Pathogenesis of Acute Pancreatitis (Las altera- 
ciones vasculo-nerviosas en la patogenia de las pan- 
creatitis agudas). OrLANpO F. Lonco, Cartos A. 
Sosa GALLARDO, and ALFREDO FERRARIS. Rev. As. 
méd. argent., 1952, 46: 8. 


According to various statistics, stones are re- 
sponsible for no more than 20 per cent of the cases of 
acute pancreatitis. In the remaining cases, some 


authors consider disturbances of the vagus inner- 
vation as an important factor while others focus 
their attention on the sympathetic system. The re- 
sulting ischemia and cellular anoxia create pathologic 
lesions and disturbances of the pancreatic secretion. 

In the first series of experiments on dogs the au- 
thors followed Popper and Necheles’ technique in 
ligating the pancreatic duct and stimulating secre- 
tion with intravenous injections of secretin. In the 
second group the left splanchnic nerve was stimu- 
lated with a faradic current, and in the third group, 
in addition to an irritation of the left splanchnic 
nerve by the local application of sulfarsenol, either 
hydrochloric acid was introduced into the duodenum 
or secretin was injected intravenously. 

The authors conclude from the results of their ex- 
periments that excitation of the left splanchnic 
nerve in animals produces pancreatic lesions similar 
to those observed in man. They can be proyoked 
also after inhibition of the vasoconstrictor fibers 
with tetraethylammonium chloride. If the left 
splanchnic nerve is sectioned and its distal end is 
stimulated, no lesions in the pancreas develap. 

An early operation is indicated only if the presence 
of a calculus is suspected. The authors recommend 
the intravenous administration of novocain by the 
drip method as an efficient conservative measure. 

JosepH K. Narat, M.D. 


Some Observations Based on 6 Cases of Hyperin- 
sulinism Treated Operatively. JoHn HELLSTROM. 
Acta chir. scand., 1952, 103: 120. 


In the period between 1944 and 1951, 6 patients 
with hyperinsulinism have been operated upon in 
the surgical department of the Karolinska Sjuk- 
huset. In 5 cases, an adenoma was removed from 
the pancreas; in the sixth case the head and tail 
of the pancreas were resected, along with an ad- 
renocortical adenoma, but no insuloma was found 
in this patient. Death resulted in 1 case. In 
another, a large postoperative pancreatic pseudo- 
cyst was dealt with surgically. This patient had 
had no drainage following insulomectomy. Each 
case, before operation, presented typical features 
in the form of “Whipple’s triad.” Diurnal blood 
sugar curves and sugar tolerance tests gave very 
variable results which, in some cases, were dis- 
tinctly diabetic in type. Coincidental diabetes and 
insuloma are a possible cause, but it is more likely 
that a “compensatory” insufficiency in the sur- 
rounding islet tissue results from the hyperfunc- 
tioning insuloma. The rise of the blood sugar 
curves after the insulomectomy attests to this. 
The 4 survivors of insuloma are completely healthy, 
with no signs of hyperinsulinism. The fifth patient 
is also symptom-free after having had a pancreatic 
resection and extirpation of an adrenocortical 
adenoma. She requires an extra meal, which is 
taken at bed-time. Her hyperinsulinism was due 
perhaps to a diffuse insular hyperplasia. 

The treatment adopted has led to the following 
conclusions: 
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Suspected insulomas should be operated on just 
as soon as possible. The typical crises are 
pathognomonic. Information from sugar curves 
and tolerance tests should not postpone operation, 
if the typical crisis has already occurred. In most 
cases the tumor may be found and removed (by 
means of the usual method for exposure of the 
pancreas), the insuloma being excised along with 
the adjoining pancreatic tissue. Should no insu- 
loma be thus found, Aird’s operative approach is 
used. The operative site should be drained by a 
rubber tube. CHARLES Baron, M.D. 


The Surgical Treatment of Banti’s Syndrome. 
ALAN H. Hunt. Brit. M.J., 1952, 2: 4. 

The present report is based on a study of every 
patient with this syndrome or disease who has been 
referred to the author during the past 5 years, and 
whose investigation and initial treatment have been 
completed. It is in no way a selective group, and 
the majority of patients with cirrhosis were referred 
on account of hemorrhage, or ascites after failure of 
medical treatment. They number 68. In 12 cases 
the portal obstruction was extrahepatic; in 11 there 
was mild cirrhosis; in 30 the cirrhosis was ad- 
vanced; 15 patients were in the terminal stages of 
chronic liver disease. 

There are great variations in the course of this in- 
consistent and miscellaneous disease process. We 
shall therefore have to wait some years before the 
results of treatment can be assessed, and before the 
effects of these apparently unphysiological opera- 
tions are fully understood. The outlook for many 
of the patients is still depressing, but the study is in 
its infancy, and there is much to encourage us. 

The immediate cause of Banti’s syndrome is gen- 
erally thought to be a damming back of the blood 
in the portal venous tree. The portal vein obstruc- 
tion may be extrahepatic (12 cases) or intrahepatic, 
as a result of cirrhosis (56 cases). A cirrhotic liver 
is not necessarily associated with Banti’s syndrome, 
but the conditions overlap to such an extent that it 
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is advisable, in the present state of our knowledge 
to consider them as one group. 

The indications for operation are (a) gastroesopha- 
geal hemorrhage, (b) hypersplenism, (c) ascites after 
medical treatment has failed, and (d) associated 
conditions such as biliary obstruction. 

When the liver is normal or only mildly cirrhotic 
the operation of splenectomy (to remove the over- 
active spleen) and splenorenal anastomosis (to reduce 
the portal venous pressure) gives excellent results 
provided that (a) the splenic vein is patent, and (b) 
the veins are of sufficient size. 

Portal venography is of great value in demon- 
strating the exact state of the portal venous tree, 

In the case of one patient with extrahepatic ob- 
struction who had no available splenic vein, resection 
of the lower 4 in. (10 cm.) of the esophagus and 
proximal two-thirds of the stomach has proved 
successful. 

Portacaval anastomosis provides an alternative 
and most efficient method of reducing portal venous 
pressure, and is clearly indicated for treatment of 
gastroesophageal hemorrhages in the absence of 
hypersplenism. 

Portal-systemic venous anastomosis should be 
done early in the course of the disease because it is 
hazardous in cases of advanced cirrhosis. Careful 
clinical and biochemical assessment is necessary to 
select patients suitable for this operation. Those 
who survive are much improved. 

All venous anastomoses should be done by the 
suture method, with intima-to-intima approxima- 
tion. 

For the advanced cirrhotic patients who are con- 
sidered unsuitable for a shunt, the operation of 
common hepatic and, splenic arterial ligation offers 
hope. 

Cirrhosis in the terminal stages has not responded 
to any form of treatment. A method of replacing 
the portal blood flow to the liver is briefly described, 
but this operation failed in four cases. 

BENJAMIN GOLDMAN, M.D. 
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Variations in the Thickness of the Uterine Wall and 
Their Significance for the Diagnosis of Sterility 
(Die Variationsbreite der Uteruswandstaerke und 
ihre Bedeutung fuer die Sterilitaetsdiagnostik). H. 
W. Kayser. Fortsch. Roentgenstrahl., 1952, 76: 644. 


The question whether abnormal thickness of the 
uterine wall may be a factor in the etiology of 
sterility has been discussed before. The author ex- 
amined the proportion of wall thickness to capacity 
of the cavum, partly in 26 normal uteri examined at 
autopsies and partly in a series of 131 hysterosalping- 
ographies. 

In the autopsy material the uterus was filled with 
Wood’s metal and the proportion of the wall volume 
to the cavum capacity was measured. It was found 
that this proportion varied within extremely wide 
limits in normal uteri (2.1: 1 to 55.7: 1). The normal 
capacity of the cavum is between 5 and 7 c.c.; a 
cavum capacity below 4 c.c. is capable of function 
only in exceptional cases. 

In hysterosalpingography only approximate esti- 
mates of the wall thickness and the length of the 
interstitial portion of the tubes are possible. Also 
here extremely wide variations were found. 

The investigations showed that the thickness of 
the wall has no influence on the incidence of sterility 
or the ability to conceive. 

WERNER M. Sotmitz, M.D. 


The Hydroviscous Media in the Practice of Hystero- 
salpingography (I mezzi idroviscosi nella pratica 
della isterosalpingografia). Em1~10 RoBEcCHI and 
AvuRELIO TETTI. Minerva gin., Tor., 1952, 4: 147. 

The medium here reported on consisted of N. 
acetate of iodopyridone with a strength of 35 per 

cent and a strength of the iodine element of 17.5 

per cent. Its elements were homogeneously bound 

and were not liberated in their passage through the 
organism. The vector was a 1.5 per cent aqueous 
colloidal suspension of the sodium salt of carboxy- 
methyl cellulose. The contrast substance was ab- 
sorbed in toto with this aqueous preparation, but 
more slowly than the purely aqueous solution and it 
mixed completely and immediately with the organic 
fluids encountered. The preparation was perfectly 
tolerated, even to the amount of o.5 gm. per 
kilogram of body weight. To this preparation there 
was added a local anesthetic of superficial action 

(alpha butoxic acid of cinchonic-beta-diethylamino- 

ethylamide) in 1 per cent solution. This also had a 

retarding effect on absorption. It could not be 

mixed with substances which might change its hy- 
drogen ion concentration (pH 6.5—7), which would 
in turn have affected its viscosity. The dangers 
incident to the use of the preparation (oil embolism, 
iodism, tissue irritation) were not of serious import. 
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The disadvantages of this preparation consisted 
of a certain difficulty in passing through narrowed 
passageways. The viscosity was not notably modi- 
fied by temperature conditions and may thus give 
rise to an erroneous diagnosis of occlusion. Another 
disadvantage was the difficulty, as compared with 
the purely aqueous preparations, in bringing out the 
finer details of the mucosa, which necessitated 
control roentgenograms. 

Of great interest regarding this preparation was 
its behavior under the pressures of injection, as 
manometrically measured. The pressure did not fall 
away rapidly (penetration into the peritoneal cavity; 
reflux past the injecting apparatus), but in the per- 
vious tube it fell with a certain rhythm which per- 
mitted some deductions with reference to the utero- 
tubal kinetics, and in the occluded tube the pressure 
after attaining its acme fell very slightly. There 
was no need for the procaine (pantocain) prelimin- 
ary injections as recommended by Fischer and 
Mayer; there was, however, no objection to adding 
penicillin to the injection. The mixing of the prepara- 
tion with any hydrosalpingeal fluids which were en- 
countered was distinctive and indeed diagnostic. 

The authors doubt the affirmation that there is no 
iodine action, because of its chemical composition, 
and, therefore, they cannot exclude from its use a 
certain therapeutic action. Several illustrations 
show the results. Joun W. Brennan, M.D. 


Hemangioma of the Uterine Cervix (Hemangioma del 
cuello del utero). D. Emit1o G1-VERNET and D. J 
EsTEBA-CABALLERIA. Acta gyn. obst., hisp. lus. 
1952, 2: 46. 

This 53 year old secundipara had reached the 
menopause 2 years previously. For the past 6 months 
she had had a persistent irregular loss of blood in 
small amounts from the vagina. Exploration dis- 
closed a hypertrophic uterine cervix with a soft red 
nodule on the right side which bled easily on con- 
tact. The tiny tumor, the size of a hazelnut, pre- 
sented signs neither of friable consistency nor of 
necrotic changes. 

The biopsy specimen exhibited abundant small 
cavitations which filled with blood. This blood was 
easily pressed out from the mass. Microscopically 
the tumor was found to consist of dense masses of 
angioblasts with large cells and densely staining 
fusiform or ovoid nuclei. Interspersed were conjunc- 
tive cellular elements which were not as numerous as 
the angioblasts. No capillaries were observed. In 
other areas the masses of angioblasts exhibited rather 
well formed capillary arrangements. Finally, in still 
other areas the whole mass seemed to be made up of 
capillaries with interspersed angioblasts and the cells 
forming the walls of the capillaries were large with 
densely staining oval nuclei. At no place were mito- 
ses observed. 
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In places the capillary arrangements assumed a 
solid appearance, the cells always being of the same 
character as those described. At times .glandlike 
structures were observed, many of which were trans- 
formed into microcysts affording an areolar impres- 
sion. When the lining epithelium of these forma- 
tions was conserved it was found to be polystrati- 
fied. In the tissues outside the tumor zone there was 
a normal-appearing epithelial covering of the mu- 
cosa. The underlying mucosa was in places infil- 
trated hemorrhagically. Here in addition there were 
rare glandlike structures and some nabothian folli- 
cles. There was hyperplasia of the intramuscular 
connective tissue. 

Because of the rich cellular character of the tumor 
and its known tendency toward recurrence it was 
thought advisable to perform a total hysterectomy. 

Joun W. BRENNAN, M.D. 


Tubouterine Implantation. V. B. GREEN-ARMY- 
TAGE. Brit. M.J., 1952, 2: 1222. 


Physicians are frequently confronted by a patient 
who gives a history of miscarriage, one pregnancy, 
one curettage, or one cesarean section, and has never 
again been able to conceive. Careful history-tak- 
ing usually elicits the information that the abortion 
was induced, or that the pregnancy was followed by 
a few days of fever. When seen months or years 
later, physical examination of the pelvis reveals 
nothing. Rubin kymography will show that no gas 
passes, and that the area of distention pain is low 
and entirely central, which would indicate that the 
blockage is at the internal ostia, a conclusion even 
more definitely confirmed by lipiodol studies. At 
laparotomy, in 82 per cent of the cases it is found 
that the obstruction is at the isthmial and inter- 
stitial portions of the tube. 

In these cases, the author advocates the use of 
tubouterine implantation and the coronal uterine 
incision. Ureteral catheters or stainless silver wire is 
threaded through the implanted tube and brought 
down into the vagina. The catheter or wire is re- 
moved through the vagina on the fifth to the eighth 
day. A Silcock punch is used to make the tunnel in 
the myometrium. 

With this technique, 6 patients (of 17) have con- 
ceived and gone to term. Cuff or spoon operations on 
the tubes, or for that matter simple salpingolysis, 
does not give good results. The author suggests that 
this type of tubouterine implantation be used in- 
stead. Exy Etuiotr Lazarus, M.D. 


Application of the Cytologic Method to the Diag- 
nosis and Treatment of Uterine Cancer (Il 
metodo citologico applicato alla diagnosi e al tratta- 
mento del canero dell’ utero). E. L. Hecut. Arch. 
ostet. gin., 1951, 56, 321. 

The author, who is Director of the Gynecological 
Cytology Laboratory at the University Hospital in 
New York, presented this paper before the 41st 
Congress of the Italian Society of Obstetrics and 
Gynecology. 
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The routine gynecologic examination at the Uni- 
versity Hospital includes the study of smears which 
are obtained in three different ways. Vaginal secre- 
tion is aspirated with a rubber-bulbed pipette from 
the posterior fornix. Cervical smears are taken either 
by direct aspiration of the mucus from the external] 
os or by scraping of the squamocolumnar junction 
with a wooden spatula. For the endometrial smear 
a special cannula, recently developed in this labora- 
tory, is inserted into the uterine cavity. The Papani- 
colaou staining technique is used for all these smears. 

The value of the vaginal smear for the diagnosis of 
carcinoma of the cervix is undisputed. Thus, 13.4 
per cent of 112 cases of cervical cancer studied at the 
University Hospital were unsuspected. Graham and 
Meigs (Am. J. Obst., 1949, 58: 843) reported an 
incidence of 8.5 per cent of unsuspected cases dis- 
covered by means of vaginal smears. Although the 
diagnosis should always be confirmed by biopsy 
before any type of treatment is planned, it appears 
that in early cases and in carcinoma in situ the smear 
method is superior to biopsy. In 8 proved cases of 
carcinoma in situ, vaginal smears scored 100 per cent 
for the correct diagnosis, while positive biopsies 
scored only 75 per cent. Similarly, Graham and 
Meigs secured a correct diagnosis from smears in 
85 per cent and from biopsies only in 7o per cent. 
The diagnostic accuracy of the smear method in 
cervical cancer ranges between 95 and 98 per cent. 

The cells from squamous cell carcinoma of the 
cervix are classified into two main groups as dif- 
ferentiated and undifferentiated cells, according to 
their type of cytoplasm and cellular outline. The 
differentiated cells again are divided into three 
types: fiber cells, tadpole cells, and so-called highly 
differentiated cells. The undifferentiated cells are 
the most commonly found in vaginal smears positive 
for carcinoma. However, the diagnostic criterion 
of malignancy is based on the structural aspect of 
the nucleus. If cells are present in groups, the varia- 
tion of their size and shape is of great significance. 
A constant finding is numerous leucocytes, histio- 
cytes, red blood cells, and frequently trichomonas. 

Confusion of normal histiocytes, normal endome- 
trial cells, and normal endocervical cells with malig- 
nant cells will be avoided by careful attention to the 
detailed structure of the nucleus and the cytoplasm. 

In the diagnosis of adenocarcinoma of the éndo- 
metrium, vaginal and cervical smears are less re- 
liable than in the diagnosis of squamous cell carci- 
noma of the cervix because the usual menopausal 
cervical stenosis prevents the passing of a large 
enough number of desquamated cells into the pos- 
terior vaginal fornix and because the endometrial 
cells often appear to be highly degenerated. Cells 
from a hyperplastic endometrium may also cause 
confusion. The introduction of the endometrial as- 
piration technique eliminates these difficulties. 

Vaginal smears are a very important guide in the 
radiation therapy of cancer because they reflect 
accurately the radiosensitivity of the tumor and 
reveal recurrences after treatment. Radium and 
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x-rays produce marked changes in normal and in 
malignant cells. However, while normal precornified 
superficial cells show a radiation effect after ap- 
proximately 15 days and normal basal cells on about 
the seventh day, malignant cells are definitely al- 
tered in 24 hours after the start of the treatment and 
usually disappear within 8 to 12 days. 

The presence of postradiation scar tissue and 
adhesions in the upper vagina makes evaluation of 
the obtained result by inspection or biopsy quite 
difficult. In these cases, the vaginal smear will 
reveal malignant cells which indicates a recurrence 
of the tumor long before the appearance of obvious 
clinical signs. HERBERT TEICHNER, M.D. 


The Association of Radium and Surgery in the 
Treatment of Carcinoma of the Cervix. Davin 
W. Currie. Proc. R. Soc., M., Lond., 1952, 45: 327. 


One hundred and three patients with carcinoma 
of the cervix were treated by radical surgery and 
radium irradiation. The technique of treatment and 
the clinical results are presented. 

Operation was decided upon by assessing the 
state of the cervical growth, with a predominance 
of patients in League of Nations stages I and II. 
Operation was not undertaken in patients with 
cardiac, respiratory, or renal disease. The ages of 
the patients operated upon corresponded with the 
age incidence of cervical carcinoma. 

The majority of patients received one application 
of radium distributed as 40 mgm. to the uterus and 
40 mgm. to each fornix for a total of 24 hours. Some 
of the patients received two and three applications of 
radium. Operation was performed 21 days after the 
last application of radium. The effect of the radium 
on the primary growth is tabulated in 52 cases: 17 
per cent revealed destruction of the lesion; 32 per 
cent, a good effect; 40 per cent, a poor effect; and 
Io per cent, no change. Radium was considered 
useful in causing a reduction of the amount of 
bleeding at the time of surgery, and may be of help 
in reducing vaginal recurrences. Twenty-five per 
cent of patients in the operative series revealed the 
presence of malignancy in the regional nodes. From 
these data the author estimates that a maximum of 
60 per cent of patients in the series would have been 
cured by radium alone. 

The operation performed by the author is essen- 
tially the Wertheim procedure in combination with 
the Taussig node dissection. Penicillin and blood 
transfusions were used liberally. There were no 
immediate postoperative deaths; 11 patients have 
died since surgery; 44 patients observed for 5 years 
had a survival rate of 79.5 per cent, and 15 patients 
observed for 10 years had a 66 per cent survival rate. 
Surgery was complicated by pelvic infection on two 
occasions—a ureteral fistula in one patient and a 
vesicovaginal fistula in another. 

In conclusion, it is the author’s opinion that 
surgery is a valuable adjunct to radium therapy in 
the treatment of early carcinoma of the cervix. 
ARTHUR L. Haskins, M.D. 
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Surgical Treatment of Carcinoma of the Cervix 
Uteri. Paut Peterson and F. E. Hornsroox. 
Am. J. Obst., 1952, 63: 1290. 

Fifty patients with carcinoma of the cervix were 
treated by radical surgery at the United States Naval 
Hospital, Bethesda, Maryland. Twelve of these 
patients were operated upon during the period be- 
tween 1944 and 1948, and 38 were operated upon in 
the past 3 years. Although recurrences have not 
developed since surgery (with one exception), this 
report is not intended to present the effect of surgery 
on cervical cancer, but rather to discuss the surgical 
problems to be considered. 

The selection of patients, preoperative care, and 
the postoperative management in general follows 
the dicta of Meigs. Surgery consists of radical and 
thorough removal of all lymph structures from a 
point distal to the location of the renal vessels on the 
aorta through the obturator space. The uterus, 
tubes, ovaries, and upper half of the vagina are re- 
moved. 

The experience of the operator does much to en- 
hance the surgical result. Complications were fre- 
quent in the hands of the inexperienced surgeons. 
Two deaths occurred, one from urinary tract infec- 
tion (pyonephrosis) and the other following un- 
recognized evisceration and pyonephrosis. 

Bleeding from the presacral venous plexus was 
troublesome during surgery, and was found to be 
best controlled by packing. Urinary-tract fistulas of 
various degrees developed in 8 cases. None of these 
patients were treated until 6 months after operation. 
Again, the greater the experience of the operator the 
less the complications. 

It is emphasized that the patient and the family 
should be told that cervical cancer is present, and of 
the need for drastic surgery. The patients co-operate 
better, return for follow-up studies, and feel they are 
being treated honestly, sincerely, and as equal 
partners in the fight against cancer. 

Joun R. Wo rr, M.D. 


Amreich’s Vaginal Method in the Surgical Treat- 
ment of Cancer of the Cervix Uteri (Il metodo 
vaginale di Amreich nel trattamento chirurgico del 
cancro del collo uterino). W. INGruLia. Riv. ostet. 
gin., Firenze, 1952, 7: 49. 

Amreich’s radical vaginal hysterectomy is based 
on the premise that complete removal of the pelvic 
connective tissue is of far greater importance for the 
control of cervical carcinoma than resection of the 
regional pelvic lymph glands. This can be best ac- 
complished by the vaginal route. Amreich does not 
think that any patient in whom the iliac glands were 
involved has survived a Wertheim hysterectomy for 
5 years. On the other hand, if these glands were 
found to be free of cancer cells, the survival of the 
patient was by no means certain because the lymph 
vessels within the pelvic connective tissue may have 
been invaded and these cannot be as thoroughly re- 
moved by an abdominal Wertheim type of hysterec- 
tomy. 
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The author admits that the intra-abdominal opera- 
tion as performed by Brunschwig, Meigs, or Brenier 
overcomes the shortcomings of the Wertheim opera- 
tion. However, these procedures can be carried out 
only in a few hospitals because of the exacting re- 
quirements of supportive therapy, anesthesia, and 
assistant staffs. The Amreich procedure is within the 
possibilities of the average skilled gynecologic sur- 
geon and the average equipped hospital. It is ex- 
tremely well tolerated even by poor risk patients and 
can be applied to all stage I and II cases and some 
stage III cases. 

A thorough knowledge of the pelvic fascial planes 
is essential. These are reviewed by the author and 
amply illustrated in his article. Inasmuch as the 
Amreich operation differs in many points from 
Schauta’s vaginal hysterectomy, a detailed descrip- 
tion will be useful. 

The operation begins with a Schuchardt para- 
vaginal incision which is always placed on the left 
side and which is directed from the vaginal sulcus to 
a point between the anus and the ischial tuberosity 
down to the surface of the levator ani muscle. The 
vagina and the rectum are separated bluntly from 
the levator ani which, now fully exposed, is incised 
deeply. 

The next step is the formation of the vaginal cuff 
which must be long enough to cover the cervix. 
Several straight clamps are placed on the vaginal 
mucosa slightly above the proposed line of the circu- 
lar incision and pulled out so as to evert the lower 
part of the vagina. The exteriorized portion of the 
vaginal mucosa is now incised just above the clamps. 
This incision must include the vaginal fascia all] 
around so as to open the vesicovaginal and recto- 
vaginal spaces. The circular vaginal opening is now 
closed transversely by replacing the straight 
clamps with three or four special broad clamps that 
grasp the anterior and posterior vaginal walls. 
These clamps are to be used for traction throughout 
the operation. (Note: triangle or T-clamps could be 
used instead of these special clamps). 

The bladder is now displaced by inserting an an- 
terior retractor into the vesicouterine space while 
pulling down on the vaginal cuff clamps. The recto- 
vaginal space is deepened by scissor dissection while 
the tissues are kept under tension by anteroposterior 
retraction. 

The lateral paravisceral spaces are opened. Then 
on the left, by the insertion of a finger through the 
paravaginal incision, the rectum, vagina, uterus, and 
bladder can be freed bluntly. On the right, an 
opening is first made with scissors until a finger can 
be pushed into the loose connective tissue of the 
paravisceral space to complete the mobilization of 
the pelvic organs. By inserting a large retractor 
laterally and elevating the bladder with another one, 
the paravisceral space is widely exposed and, at the 
same time, the bladder pillars are put under tension. 
These are carefully transsected, starting at the 
lateral edge, about midway between their insertions 
into Mackenrodt’s ligament and into the bladder. 
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The ureter can be palpated in its canal and its loop 
curving around the uterine vessels will be seen 
amidst adipose tissue. The ureteral canal is now 
carefully opened with pointed scissors at the Jower- 
most portion of the loop. After a finger is introduced 
into the lateral aspect of the canal, displacing the 
ureter medially, the canal itself is laid open with a 
knife to expose the ureter itself. The ureter is freed 
from its canal laterally and upward. 

A hooked finger is inserted below and behind the 
uterine vessel trunk to separate it from the overlying 
peritoneum of the broad ligament along its entire 
course. The uterine vessels are ligated and cut as far 
laterally as possible. Any remaining strands of the 
bladder pillar are now divided, which results in 
complete mobilization of the bladder. These steps 
are completed on both sides. 

The peritoneum is freed bluntly from the pos- 
terior aspect of Mackenrodt’s ligament. Since the 
periureteral connective tissue is here densely adherent 
to the peritoneum, this important structure will be 
removed from possible injury. 

Douglas’ space is entered in the following manner: 
The rectal pillars are visualized and put under ten- 
sion by elevating the uterus with a retractor and 
placing a lateral retractor into the pararectal space. 
The peritoneum is incised between the pillar and 
the rectum and these two structures are separated 
by finger dissection. The rectal pillar is cut near 
its insertion into Mackenrodt’s ligament. The latter, 
now completely isolated along its entire course from 
the lateral pelvic wall to the cervix, is clamped, cut, 
and ligated as laterally as possible. After the vesico- 
uterine peritoneal fold is opened, the uterus with the 
adnexa is easily removed by clamping and cutting 
the round and infundibulopelvic ligaments. 

After closing the peritoneum and placing a hemo- 
static stitch at the two vaginal corners, the operator 
repairs the paravaginal incision. The entire sub- 
peritoneal space is packed tightly and a self-retaining 
catheter inserted into the bladder. The packing is 
removed after 3 to 4 days, while the catheter is left 
in the bladder for 10 to 12 days. 

With this technique the author operated on 35 
patients since November, 1950; during this time he 
observed 68 patients with carcinoma of the cervix; 
therefore the operability rate was 51.8 per cent. This 
is a remarkable increase over the previous operability 
rate of 10 to 12 per cent at this clinic. 

There was no operative mortality in this series. 
Five patients had recurrences within 4 to 6 months, 
2 developed bladder fistulas, and 1 patient was left 
with a slight degree of incontinence. One patient 
was 3 months’ pregnant at the time of the operation, 
I was 20 days’ postpartum, and 1 had a stump car- 
cinoma. 

Realizing the desirability of removing also the 
regional lymph glands, which cannot be accomplished 
from below, the author has recently added a second- 
ary pelvic lymphadenectomy which he performs 
about 4 weeks later by the one-stage technique of 
Taylor and Nathanson. HERBERT TEICHNER, M.D. 
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Carcinoma of the Cervix Following Supracervical 
Hysterectomy. Kai NIELSEN. Acta radiol., 1952, 
37: 335+ 

The incidence of true cervical stump carcinoma is 
estimated at not more than 1 per cent. Twelve cases 
of true cervical stump carcinoma and 4 cases in 
which cancer was either actually, or, in all prob- 
ability, present at the time of hysterectomy were 
found among 1,219 cases of cancer of the uterine 
cervix at the Radium Center, Aarhus, during the 
io year period from 1937 to 1946. True cervical 
stump carcinomas are those which actually de- 
velop in the residual stump after supracervical 
hysterectomy. 

“Most investigators believe that carcinoma de- 
velops in the stump more readily when ovarian func- 
tion is preserved; a lesser number believe that genital 
involution following bilateral oophorectomy leads to 
changes favoring the development of cancer. 

The initial symptom is vaginal bleeding in the 
majority of cases, and discharge or pain in some 
cases. Histologic examination of the 12 reported 
cases revealed squamous cell carcinoma in 11 cases 
and adenocarcinoma in 1 case. All patients were 
treated with radium and roentgen therapy. Sixty 
per cent of this group are alive and symptom-free 
after an observation period of 5 to 11 years, whereas 
the others have died of the growth. No rectal or 
vesical complications were present. 

The author believes that a thorough gynecological 
examination prior to supravaginal hysterectomy is 
imperative, and that cervical dilatation and curet- 
tage should be carried out in all cases in which in- 
spection does not arouse suspicions which would 
warrant biopsy. 

The fact that the prognosis of true stump carci- 
noma is not at all unfavorable lends support to the 
continuance of prophylactic supracervical hysterec- 
tomy. HERBERT J. KAROoL, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Krukenberg Tumors. A Case Report with Removal 
of the Stomach, Umbilicus, Uterus, and Adnexa 
in One Operation (A propos des tumeurs de Kru- 
kenberg. Ablation en un temps de la tumeur gas- 
trique, de l’ombilic, de l’utérus et des annexes). 
A. AMELINE, F. LEpAGE, J. Hucuier, J SENEZE, and 
B. ScurAMM. Gyn obst., Par., 1952, 51: 93. 


A 39 year old woman, about 1 month from term, 
noticed a mass in the right hypochondrium. De- 
livery of a pseudohermaphrodite infant was unevent- 
ful. Fatigue, nausea, and vomiting began during 
the last days of the pregnancy. A roentgenogram 
taken 1.5 months after delivery showed a carcinoma 
of the antrum. Just before operation, about two 
months after delivery, an induration about the um- 
bilicus was noted. A gastrectomy, excision of the 
umbilicus, total hysterectomy, and bilateral sal- 
Pingo-oophorectomy were performed. The first 
postoperative month was uneventful. At the last 
report, undated, the patient was losing weight. The 
stomach, umbilicus, infundibulopelvic ligaments, 


and both ovaries were involved in the malignancy, 
each organ showing similar mucoid-producing cells. 
The importance of mucicarmine stains for the di- 
agnosis and understanding of the tumor is stressed. 
Theories explaining the metastasis of Krukenberg 
tumors are discussed. The authors find support for 
the theory of lymphatic dissemination in their case, 
believing there was retrograde spread through the 
lymphatics of the infundibulopelvic ligaments. 
JAMEs HENRY FERGuson, M.D. 


EXTERNAL GENITALIA 


A Clinicostatistical Contribution to the Subject of 
Malformations of the Vagina Which Were Ob- 
served at the Obstetrical and Gynecological 
Clinic at Milano, Italy, from 1906 to 1950 (Con- 
tributo clinico statistico sulle malformazioni della 
vagina osservate nella Clinica Ostetrica e Ginecolo- 
gica di Milano del 1906 al 1950). ANGELO Lopt. 
Ann. ostet. gin., 1951, 73: 1246. 


In the 44 years at the clinic, during which 
Mangiagalli was so long active, 110 patients with 
vaginal malformations were observed. This number 
comprised 0.123 per cent of the total of 89,015 
gynecological patients received at this clinic during 
this period. This material was divided into 5 groups. 
The first group consisted of 17 patients with imper- 
forate hymen, the second included 42 patients with 
septum transversum, the third was made up of 13 
patients with longitudinal septum, the fourth in- 
cluded 7 patients with partial atresias, and the fifth 
consisted of 31 patients with total atresia. The high 
relative percentages of the severer conditions need 
not cause wonder, because in a specialized institu- 
tion such as the Mangiagalli Clinic only patients 
with such conditions would feel impelled to seek re- 
lief at Milano. 

The predominant manifestation of imperforate 
hymen in this group was, of course, amenorrhea and 
hematocolpos, (hematocolpometra). The treatment, 
quite successful and without danger, was the incision 
or circular excision of the occluding membrane. It 
was regarded advisable to suture the mucosae on 
each side together to insure against cicatricial 
stenotic recurrence. 

The transverse septum was the most frequently 
encountered malformation in the material here re- 
ported. The distinction between the congenital and 
the acquired forms is at times difficult. This distinc- 
tion is accomplished by means of the anamnesis, 
objective examination (in congenital forms there 
is absence of cicatricial changes) and eventually the 
histological examination. In this material the sep- 
tum was in the upper third of the vagina in 45.71 
per cent of the cases, in the middle third in 40.00 per 
cent and in the lower third in 14.26 per cent. The 
incomplete septa caused little trouble and were 
frequently an accidental finding. The complete septa 
caused amenorrhea and menstrual retention. In- 
cision was usually sufficient. 

The longitudinal septum was relatively less fre- 
quent than the transverse form; however, in the 
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majority of instances it was complete, dividing the 
Here again simple incision was 


vagina in two. 
usually sufficient. 

Partial atresia was the rarest condition found in 
this material. In about half of the patients the 
uterus was concurrently hypoplastic. In instances 
of considerable severity, in which simple excision 
might not seem to be adequate, the author tentative- 
ly recommends recourse to one of the methods em- 
ployed for the cases of complete atresia. For both 
this form and the complete type of this vaginal 
malformation the removal of the uterus and adnexa 
is rejected. In this material the demolitionary 
approach to the solution of the problem of hema- 
tocolpometra was resorted to in only 3 patients and 
these were treated in 1908 and 1913, respectively. 
The one remaining patient was operated on in 
another institution in 1933. 

In the group of total atresias (aplasias of the 
vagina) the malformation was isolated (as far as 
could be determined) only in exceptional instances. 
In 92 per cent of this material there were definitely 
ascertainable other concurrent malformations, usu- 
ally an atresic or aplastic condition of the uterus 
and tubes. In no instance in this group could it be 
ascertained with certainty that there was no func- 
tioning ovarian tissue present. In 1 case a laparo- 
tomy was done and the absence of ovaries was re- 
ported; however, the operator did not find out the 
nature of a mass of tissue in one of the broad liga- 
ments, which was the size of a large banana, and the 
author thinks that this may have contained func- 
tioning ovarian tissue. The belief that all of these 
patients had functioning ovarian tissue somewhere 
in their bodies was suggested by the presence of a 
certain degree of feminine constitutional charac- 
teristics in all of them. An explanation for this 
persistence of ovarian tissue in the presence of ad- 
vanced genital malformation with regard to the 
tubes, uterus, and vagina may be found in the fact 
that the ovaries do not arise as a part of the muelleri- 
an duct system. In fact, the same reason may be 
applied to the tendency for persistence of the hymen 
and a short cul-de-sac of vagina above it. This the 
author explains on the basis of the theory of Possi 
with regard to the residual vestibular canal. 

In the treatment of complete vaginal atresia, 
(aplasia), 5 methods were employed. The first was, 
of course, the abstention from all treatment. There 
were no demolitionary operations (hysteroadnexec- 
tomy) in this group, the probable explanation for the 
abstention lying in the uterine afunctionalism de- 
scribed. The second method was the construction of 
a simple’ operative canal (4 early cases), that is, 
the tunneling between the urethra and bladder, and 
the rectum, without any plastic procedures. The 
third method consisted of the construction of an 
operative canal and the bringing down of the uterus 
and its attachment to the vestige of the vaginal 
canal (3 cases). The fourth method consisted of the 
tunneling operation and a plastic procedure with 
flaps from the labia minora (2 cases). The fifth 
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method introduced at the clinic was the Kirschner- 
Wagner operation. Finally, there may be mentioned 
the 1 patient operated on by the amniotic tissue 
method of Brindeau. Failure resulted in this case. 

The results from all the methods, except those of 
the Kirschner-Wagner operation, were regarded as 
unsatisfactory. This, of course, does not mean that 
they would be unsatisfactory under other circum- 
stances as the Brindeau operation, for instance, was 
used on only 1 patient and she could not be kept 
under proper control. 

The Kirschner-Wagner method was used on rr 
patients. Of these, 3 were not seen again; the rest 
were re-examined after intervals of from 5 months 
to 10 years. Some of these patients were examined 
repeatedly following the operation. In 5 of the re- 
maining 8 patients the result could be considered 
satisfactory, with the formation of a vagina which 
was quite near the normal both anatomically and 
functionally (all but 1 patient having normal sexual 
relations). In 1 of the remaining 3 patients the result 
was partially successful despite a cicatricial retrac- 
tion which notably restricted the upper portion of 
the artificial vagina; in the second the result was 
successful for about 2 years after the operation, 
when cicatricial contraction set in, and in the re- 
maining case the result might be classed as negative, 
as the cicatricial process already present when the 
patient left the hospital would render the new 
vagina worthless for all gynecological purposes. 

Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


The Urinary Titer of Total Estrogens and of the 
17-ketosteroids During the Various Phases of 
the Menstrual Cycle (With 1 Figure Appended to 
the Text) [Tasso urinario degli estrogeni totali e 
dei 17-chetosteroidi nelle varie fasi del ciclo mes- 
truale). MArio GERLI. Ann. ostet. gin., 1951, 73: 
1234. 

In consideration of the meager practical applica- 
tion of Cohen and Marrian’s method for the estima- 
tion of the urinary estrogens (Biochemical J., 1934, 
28: 1603), the author’s superior, Moracci, proposed 
a method whereby the estriol is separated from its 
combination with glycuronic acid by means of bac- 
terial action (bacillus coli) and extracted with ether, 
the estriol then being separated from the gross estro- 
genic precipitate with sodium hydroxide N/to. 
This estriol extract, after purification, is estimated 
by means of the colorimetric method of Kober, with 
a Dubosch colorimeter and a standard solution of 
pure benzoate of estradiol. 

The determination of the 17 ketosteroids was ac- 
complished by the method of Drekter as modified by 
Giannettasio, with which method it is possible to 
estimate the total urinary 17-ketosteroids. The 
urine is treated by acid hydrolysis and the 17- 
ketosteroids are extracted with ether. The ether 
fraction is then washed with sodium hydroxide (10 
per cent) and then with distilled water. The residue 
is then dissolved in absolute alcohol to which has 
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been added 1 c.c. of metadinitrobenzene (in a 1 per 
cent alcoholic solution) ; in the presence of potassium 
hvdroxide the solution assumes a characteristic 
orange color which is estimated colorimetrically. 
As a control the test is repeated with only the re- 
active agents and without the extract. 

The subjects were 7 young women volunteers, 
personnel of the clinic, who were in good health and 
were menstruating regularly. The 24 hour urine 
specimen was collected from each subject every 7 
days, beginning exactly 7 days after the initiation of 
the menstrual flow. Samples were taken from this 
specimen for the determination of the estrogens (200 
cc.) and the 17-ketosteroids (50 c.c.). The estro- 
genic components were expressed as y (gamma) 
per 100 c.c. and the 17-ketosteroids as milligrams 
per liter of urine. The relationship between the two 
components (R) was determined by the formula 
R equals E/C, in which E is the titer of the estro- 
gens and C is the titer of the 17-ketosteroids. An 
appended table gives the complete figures for each 
subject during an entire menstrual cycle. One 
especially typical result is appended in the form of a 
graph. This shows how the line of the curve for the 
estrogens starts upward in the early period of the 
menses to reach its highest values on about the four- 
teenth day and then starts downward to reach its 
lowest point on the twenty-sixth day, just prior to 
the onset of the menses. The line of the curve of the 
17-ketosteroids, on the other hand, begins the early 
period by a constant diminishing of the titer, to 
decussate with the rising estrogen line and reach 
its lowest point opposite the high point of the estro- 
gen line. The 17-ketosteroid titer then begins to 
rise, to reach its original level, or occasionally an 
even higher level, on the twenty-sixth day. Thus, 
the two curves present almost a mirror image of one 
another; however, the author does not seize this 
one case to suggest a mutual influence of the one 
upon the other, that is, that the rising tide of the 
estrogens suppresses the production of the 17- 
ketosteroids. The figures, on the whole, vary too 
much from individual to individual; for instance, 
the R-figures for subject 1, estimated at weekly 
intervals, were 3.12, 0.70, 2.50, 0.33, and 3.60; the 
figures for subject 2 (the graph was procured from 
the figures in this case) were 2.50, 8.00, 5.90, and 
3.00; the figures for subject 3 were 2.10 and 7.40 
(test broken off); the figures of subject 4 were 2.40, 
1.60, and 11.50; the figures for subject 5 were 12.50, 
3.04, 8.50, and 3.00; the figures for subject 6 were 
16.30, 6.40, §.10 and 1.39, and the figures for subject 
7 Were 5.60, 4.20, 4.80, and 1.80. 

The explanation offered for the individual dif- 
ferences in the course of a menstrual cycle refers to a 
presumable interference of the various biological 
factors, among which may be mentioned the in- 
activative power of the liver on the phenolsteroids 
with hormonal activities. This, of course, refers to 
the behavior of the estrogens as the behavior of the 
17-ketosteroids induces the author to suppose a 
contemporary influence of the hypophysis upon the 
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ovary and upon the suprarenal cortex by means of 
the gonadotropin-B. Joun W. Brennan, M.D. 


The End-Results in Primary Sterility. S. BENDER. 
Brit. M.J., 1952, 2: 409. 

Sterility should be regarded as a legitimate com- 
plaint when no pregnancy occurs within one year of 
uncontracepted married life. 

The overall conception rate in 700 couples seen on 
account of primary sterility was 46.3 per cent, so far 
as could be ascertained by a limited follow-up. If all 
of the women had been followed to the menopause 
the actual rate would probably have exceeded 50 
per cent. 

In only one-half of the successes, at the very most, 
does it seem reasonable to ascribe the conception to 
medical treatment, the remainder being due to time 
and chance. The high rate of spontaneous cure 
should be borne in mind when evaluating the results 
of any form of treatment. 

Among the previously sterile women who became 
pregnant, the rate of abortion was double that given 
for spontaneous abortion; the rate of ectopic preg- 
nancy was also significantly increased. 

The incidence of congenital malformations in 
fetuses of more than 28 weeks’ maturity was not 
increased, but the high abortion rate might be due 
to fetal anomalies. Ety Exuiotr Lazarus, M.D. 


The Significance of the Vaginal Smear in the Differ- 
ential Diagnosis of Benign Gynecologic Dis- 
eases (Die Bedeutung des Vaginalsmear in der 
Differentialdiagnose gutartiger gynaekologischer 
Erkrankungen). Peter Stor, and Hans Mutu. 
Geburtsh. & Frauenh., 1952, 12: 424. 


In testing the value of exfoliative cytology in func- 
tional and differential diagnoses of benign gyneco- 
logic diseases, the authors made a study of (a) an 
indirect vaginal smear from the posterior vault of 
the vagina, (b) a direct cervical smear from the 
pavement and cylindrical epithelial border (in cases 
with lesions visible from the surface), and (c) a 
smear of the urinary sediment (catheter urine). 
These smears were fixed and stained according to 
Papanicolaou. Following a description of the pro- 
liferative and secretory phases of the cycle, the cell 
pictures during menstruation and pregnancy are dis- 
cussed. Besides the functional pictures, there is also 
the local cell picture due to benign changes that led 
to a discharge of cells into the genital tract. A defi- 
nite differentiation of local and functional cell pic- 
tures is possible only when these do not overlap. 
The pictures observed in leucoplakia, hyperkeratosis, 
polyps, and uterine hemorrhage are described. Also 
a whole series of benign diseases are described cyto- 
logically by a partially schematic presentation. 


Ovarian hypofunction Atrophy 
Glandular hyperplasia {Acidophilia of 
large superficial 
cells with small 
pyknotic nuclei 


1. Amenorrhea 


Pregnancy 
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Differential criteria and obstacles are discussed. 

In amenorrhea due to hypofunction of the ovaries 
the smear will show atrophy, whereas in hyperplasia 
there is a definite acidophilia of the large superficial 
cells with small pyknotic nuclei. Differentiation is 
difficult or impossible in glandular hyperplasia only 
if the vaginal smear shows also a very weak follicular 
hormone effect. 

The cytologic differentiation between ovarian hy- 
pofunction and pregnancy is not difficult since the 
pictures of minimal and maximum hormonal effect 
on the vaginal epithelium are clearly contrasted. 


Delayed menstrual hemorrhage 
2. Bleeding after) Disturbed pregnancy (including tubal 
amenorrhea | __ pregnancy) 
Glandular hyperplasia 


The principal differences can be concluded from 
what has already been stated. As an expression of 
uterine hemorrhage there may be endometrium cells 
as well as abundant erythrocytes (except in cases of 
fresh abortion). Two illustrative cases are cited. 
Intact Intrauterine death of fetus 
Imminent and 

Incipient Shortly 
after ex- 
pulsion 
Later 


2. Pregnancy| 
Disturbed 
Abortion 


Incomplete 


In threatening or beginning abortion, the preg- 
nancy picture is still clear even though there is an 
increase in acidophiles and simultaneous leucocytes, 
erythrocytes and histiocytes. If hormone treatment 
has not already been started a prognostic evaluation 
of the case is possible by interpretation of the daily 
smears. In incomplete abortion there will be post- 
partal cells of a parabasal character, massive leuco- 
cytes, erythrocytes, and histiocytes. If the fetus has 
been expelled some time before, the navicular cells 
pass more and more into the background, giving 
place to acidophile superficial cells, until only a few 
scattered navicular cells remain, which gives a smear 
otherwise very similar to that of a high follicular 
hormone effect. Two illustrative cases with micro- 
photos are presented. 


4. Adnexal tumor versus tubal abortion 


This differentiation is often most difficult. Cyto- 
logically, however, in tubal pregnancy there is a 
picture of intact or disturbed pregnancy demon- 
strable by the presence of navicular cells. In the 
absence of the latter and the presence of abundant 
leucocytes, the suggested diagnosis would be in- 
flammatory tumor of the adnexa. Also the urinary 
sediment should be studied for the possible presence 
of pregnancy cells. 


Glandular hyperplasia 
Neoplasm of the genital tract 


5. Bleeding in the meno- 
pause 


| heal functional state 


The menopausal smear may be distinguished from 
hyperplasia by the erythrocyte picture of basal 
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parabasal cells with scant superficial cells. The 
cytologic criteria for the diagnosis of carcinoma are 
well known. 

Whereas continuous smears yield valuable in- 
formation as to the course of the functional process 
and local changes, a single smear will often give suf- 
ficiently reliable information to serve as a guide for 
therapeutic procedure. A large number of syndromes 
can be recognized cytologically, in close association, 
of course, with a study of the anamnesis and clinical 
findings. Without adequate information regarding 
the menstrual cycle and the possibility of administer- 
ing hormones before examination, cytologic diagno- 
sis becomes extremely difficult or impossible. 

Epitu ScHANCHE Moore 


Sulfur in Gynecology (Le soufre en gynécologie), 
A. LAFFont. Reo. fr. gyn. obst., 1952, 47:95. 


Attention is called to the ubiquitousness of sulfur 
in the body and, in particular, its participation in all 
important functions of the female. The gonadotrop- 
ic, prolactin, and posterior pituitary hormones all 
contain sulfur. Recognition of the importance in the 
female organism of the sulfur-amino acids, methio- 
nine and cystine, is growing. The glycogen content 
of tissue, the vaginal epithelium for example, varies 
with the sulfur content. The author has seen im- 
provement in many gynecologic maladies following 
sulfur thermal baths. A partial list includes myoma, 
sterility, functional bleeding, dysmenorrhea, pruri- 
tus, and kraurosis. James Henry Fercuson, M.D. 


Gonadotropic Therapy in Pituitary-Ovarian Geni- 
tal Dysfunctions. Clinical Experience with Hu- 
man Anterior Pituitarylike Gonadotropin (La 
terapia gonadotropa nelle disfunzioni genitali ipo- 
fiso-ovariche. Esperienze cliniche con gonadotropina 
preipofisosimile umana). L. GIANAROLI. Riv. ital. 
gin., 1952, 35: 128. 

Human anterior pituitarylike gonadotropin has 
been obtained from urine of postmenopausal and 
oophorectomized women. This gonadotropin ap- 
pears to contain mainly follicle-stimulating hormone 
and does not give rise to antihormones as the 
luteinizing hormone containing chorionic gonado- 
tropin of animal origin. It has also been shown that 
the human anterior pituitarylike gonadotropin not 
only stimulates the uterine and vaginal epithelia like 
the chorionic gonadotropin, but that it also has a 
direct action upon the ovaries in increasing their size. 

The author employed both, the human anterior 
pituitarylike and the chorionic gonadotropin, in com- 
bination, for the treatment of pituitary-ovarian de- 
ficiencies such as secondary hypomenorrhea and 
amenorrhea, and anovulatory sterility. The effect 
of the treatment was evaluated clinically and by 
numerous studies of the vaginal smear. 

There were 20 patients with hypomenorrhea. 
Fourteen were treated with anterior pituitarylike 
and chorionic gonadotropin of which 75 to 150 R.U. 
and 1,500 to 2,500 I.U., respectively, were given be- 
tween the sixth and the thirteenth days of the cycle; 
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6 patients had only anterior pituitarylike gonado- 
tropin. Among these 20 patients with hypomeno- 
rrhea, ro received also 0.04 to o.1 mgm. of estradiol 
followed by 5 to 20 mgm. of progesterone in the 
second part of the cycle, after having had one or two 
cycles with gonadotropins alone. The treatment ex- 
tended over a period of 2 to 6 months. In all but 
2 patients the menstruations reverted to a normal 
cycle and duration. Later on, weight loss was also 
observed. The vaginal smears which initially were 
more or less atrophic continued to show evidence of 
ovulation. 

Eight patients with secondary amenorrhea were 
first given anterior pituitarylike, then chorionic, 
gonadotropin, followed by estradiol and progester- 
one. One woman became pregnant during the second 
cvcle of treatment after 6 years of primary sterility. 
In 5 patients a normal menstrual flow was restored, 
while 2 showed only minor improvement. 

HERBERT TEICHNER, M.D. 


Staining of Brenner Tumors by the Periodate- 
Fuchsin Technique. H. Zrtacus and L. Erik 
TOTTERMAN. Acta obst. gyn. scand., 1952, 31: 443. 


As further evidence that pseudomucinous cysta- 
denomas may originate in Brenner tumors, the re- 
sults of the staining of both neoplasms by the perio- 
date-fuchsin technique as described by Hotchkiss are 
reported. 

The presence of polysaccharide-containing gran- 
ules and droplets can be demonstrated through the 
use of this staining method. Following a description 
of their appearance in pseudomucinous cystadeno- 
mas, tissues from 4 cases of Brenner tumor were also 
studied. In the 3 cases in which the tumor was con- 
sidered benign, very little evidence of polysaccha- 
rides was found. One small cyst in a nest of Brenner 
cells stained positively. In a few other small cystic 
spaces there were several granules which stained 
positively. In one case in which the tumor was con- 
sidered malignant, there was a strong positive reac- 
tion in many granules and droplets. All of these 
stained areas in the malignant tissue disappeared 
after incubation with saliva, indicating that the 
material was probably glycogen. 

It was concluded that these findings did add fur- 
ther support to the possible origin of pseudomucinous 
cystadenomas in Brenner tumors. 

GeorcE C. Lewis, Jr., M.D. 


Staining of Polysaccharide Structures in Benign 
Pseudomucinous Cystadenoma of the Ovary. 
H. Zituracus. Acta obst. gyn. scand., 1952, 31: 448. 


Using a periodate-fuchsin staining technique de- 
scribed by McManus and Hotchkiss, 10 cases of 
benign pseudomucinous cystadenoma and 1 case of 
pseudomyxoma peritonei were examined for evi- 
dences of polysaccharide-containing elements. Con- 
trol sections were incubated in saliva. 

Both the high prismatic epithelial cells and the 
goblet cells contained positive staining granules at 
their base. These seemed to be united to form drop- 
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lets as the upper portion of the cell was reached. 
The contents of the glandular spaces stained strong- 
ly. The remaining areas of tissue did not take the 
stain. 

In the case of pseudomyxoma peritonei, similar 
findings were obtained in tissues from the peri- 
toneum although there was reduced secretory 
activity. 

The incubation in saliva showed no evidence of 
glycogen. It was believed that this staining tech- 
nique was superior to the mucicarmine method in 
bringing out the mucus and the formation and trans- 
portation of the granules and spherules containing 
polysaccharides. Georc™ C. Lewis, Jr., M.D. 


Staining of Polysaccharide Structures in Pseudo- 
mucinous Adenocarcinoma of the Ovary. 
H. Zrzuracus. Acta obst. gyn. scand., 1952, 31: 455. 


In order to evaluate the polysaccharides in pseu- 
domucinous adenocarcinoma of the ovary, tissues 
from 5 cases were subjected to the periodate-fuchsin 
staining technique (Hotchkiss, 1948). The amount 
of stain appearing in the epithelial cells appeared to 
be related to the differentiation of the tumor cells. 
Well differentiated cells contained polysaccharides 
in the same quantities as are usually found in benign 
pseudomucinous cystadenoma. Less differentiated 
portions of tumor contained correspondingly small 
amounts of periodate-fuchsin staining material. In 
some areas of very anaplastic tissue, no stained mate- 
rial was seen except in a few cystic spaces outside the 
cells. The cause of this distribution was not apparent 
in the material studied. 

GeorcE C, Lewis, Jr., M.D. 


Prophylaxis of Carcinoma of the Female Genitalia 
(Prophylaxe des Genitalkarzinoms). I. AMREICH. 
Wien. med. Wschr., 1952, 102: 320. 


Prophylactic treatment of cancer of the female 
genitalia consists of proper attention to conditions 
which predispose to malignancy. 

Chronic endocervicitis as such or combined with 
erosion, laceration, inflammatory infiltration, cystic 
transformation, leucoplakia, or polyps deserves im- 
mediate attention and frequent follow-up examina- 
tions to disclose recurrences. 

A delayed climacterium justifies diagnostic curet- 
tage. Hyperplastic endometrium predisposes to 
malignancy because cells in the stage of division are 
particularly susceptible to the effect of cancerogenic 
agents. Radium or x-ray therapy is frequently used 
to cause cessation of the faulty ovarian function, but 
the author prefers vaginal hysterectomy and bi- 
lateral salpingo-oophorectomy. 

Approximately 60 per cent of the ovarian car- 
cinomas develop from cystomas, especially papilli- 
ferous cysts. It follows that such formations should 
be excised. 

Public propaganda advocating periodic examina- 
tions is of paramount importance for the prevention 
of cancer of the female organs. 

Josern K. Narat, M.D. 
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Urinary Incontinence in Women, Excluding Fis- 
tulas. AXEL INGELMAN-SUNDBERG. Acta obst. gyn. 
scand., 1952, 31: 266. 

The author stresses the importance of an exact 
diagnosis in cases of urinary incontinence. A case of 
stress incontinence is continent in the lying or sitting 
position, but in the erect posture sneezing or cough- 
ing produces a spurt of urine. There is usually a 
history of childbirth. The cases of “scar inconti- 
nence” give a history of pelvic or vaginal surgery 
with incontinence developing a short time after- 
wards. Patients with congenital malformations lack 
urinary control from childhood. Diverticula are 
often associated with dribbling after micturition, 
and urine may be passed during coitus. Infected 
paraurethral glands and posterior urethritis have 
urinary burning as a symptom. When all these 
symptoms are absent, neurological disturbances 
should be considered. 

Careful examination of the incontinent patient is 
mandatory. Urinary leakage may be seen when the 
patient coughs or sneezes. Placing an Allis clamp in 
the locally anesthetized anterior vaginal wall and 
applying pressure anteriorly will serve to make con- 
tinent a woman with vesical neck descent (Mar- 
chetti test). A brief neurological examination should 
be done. Urethroscopy is of value to detect urethral 
inflammation. Cystometric tests are often helpful. 
Roentgenographic examination reveals a pathologi- 
cal ptosis of the bladder neck in cases of true stress 
incontinence. 

Perineal exercises are effective in cases of slight in- 
continence but most patients are cured by simple 
vaginal surgery according to the techniques of Kelly, 
Stoeckel, and Kennedy. The author has devised a 
pubococcygeal repair to overcome any tendency to 
recurrence. He sutures the anterior portions of the 
completely divided pubococcygeus muscle under the 
bladder neck. Somewhat over go per cent of pa- 
tients are “cured” by this technique. The various 
sling operations are extensive and their true ap- 
praisal is unknown. The author has never found 
one necessary. 

The urethra-kinking operation is the method of 
choice in patients suffering from fixation of the 
sphincter due to scar tissue, congenital hypoplasia, 
or destruction of the sphincter, and in cases of non- 
spastic bladder associated with a neurological lesion 
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or enuresis. Patients with neurogenic urgency 
should be treated with parasympathicolytic drugs, 
If this fails, resection of the inferior hypogastric 
plexus should be given a trial. 

WarrEN R. LAnc, M.D. 


Alterations of the Urinary Tract after Radical Sur- 
gery for Carcinoma of the Cervix Uteri (Altera- 
zioni dell’apparato escretore urinario, ed in partico- 
lare della sua parte alta, dopo interventi radicali per 
carcinoma del collo uterino). TuLtio Sutrora. 
Riv. ital. gin., 1952, 35: 183. 

The author studied the urinary tract of 31 women 
who had been operated on for carcinoma of the cer- 
vix. Nine patients had had vaginal Schauta hysterec- 
tomies and 21 had had extended abdominal Wer- 
theim operations. All patients were subjected to 
intravenous pyelography and cystoscopy with indi- 
gocarmine kidney function tests preoperatively; some 
of the patients were also subjected to retrograde 
pyelography. These patients were followed post- 
operatively for varying intervals, some as long as 3 
years. 

In the immediate postoperative period, regardless 
of the type of hysterectomy, all patients were given 
either repeated catheterizations or indwelling cath- 
eters because of the absence of spontaneous mic- 
turition. Later on, bladder retention of varying de- 
grees and duration was observed and bladder full- 
ness was not felt by some of these patients with less 
than 250 to 350c.c. In many cases further follow-up 
showed varying degrees of hydronephrosis and 
diminished kidney function. 

The chain of events leading to these permanent 
organic changes begins probably in the bladder 
which is deprived of its natural support by the 
upper vagina, the uterine cervix, and the broad liga- 
ment. There is also some interference with the blood 
supply, although to a lesser degree than in the ureter. 
This results in diminished bladder function and 
urinary retention with subsequent chronic infection, 
and eventually dilatation of the ureters and of the 
kidney pelvis with impairment of kidney function. 

It appeared that the abdominal operation was 
responsible for these changes to a greater extent 
than the vaginal operation, which undoubtedly is 
due to the greater traumatization of the ureters. 

HERBERT TEICHNER, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Midpelvis Diameters. SamuEeL T. THIERSTEIN. Am. 
J. Obst., 1952, 63: 1282. 


The author states that x-ray pelvimetry has 
proved the value of midpelvic measurements. Many 
authorities are agreed that the midpelvis is the most 
important plane in determining pelvic adequacy. 
Manual midpelvic measurements have not kept 
abreast with x-ray advances in this field. 

A series of 600 private patients with manual meas- 
urements of the midpelvis is presented. The method 
conforms to several fundamental prerequisites: (1) it 
is sufficiently simple that measurements taken by 
different individuals are uniform; (2) it requires no 
elaborate equipment; (3) the measurements can be 
taken without discomfort to the patient; (4) it 
screens out the patient with a possible cephalopelvic 
disproportion. 

The midpelvic measurements taken are as follows: 
(1) the size of the ischial spine, (2) sacrospinous di- 
ameter, (3) spinopubic diameter, and (4) width of 
the pubic arch. 

This series reveals that about 5 per cent of the 
patients have a midpelvic contraction which may 
cause a complication if the infant’s birth weight is 
greater than 7 pounds. An additional 5 per cent 
have a borderline midpelvic contraction which may 
not accommodate an infant larger than 8 pounds. 
All patients in this series having a dystocia due to 
cephalopelvic disproportion were among the 1o per 
cent who had a decreased midpelvic capacity. Many 
patients with a midpelvic contraction will deliver 
normally. Strong labor pains will overcome much 
dystocia due to disproportion. 

The routine manual measurements with average 
diameters are given. An understanding of the pa- 
tient’s obstetrical potential is very important. Good 
manual measurements are a reassuring factor which 
add poise to the obstetrician in charge of a border- 
line case. Joun R. Wo rr, M.D. 


Axial Torsion of the Pregnant Uterus (Torsié6n axial 
del Gtero gravido). F. ORENGO D1Az DEL CASTILLO. 
Rev. es pan. obst., Valencia, 1951, 9: 67. 


A fatal case of acute torsion of a normal uterus in 
the thirty-eighth week of pregnancy is described. 
The pelvis was narrow and asymmetrical and the 
fetus was in transverse presentation. Seven days 
after an attempt at external version the patient sud- 
denly experienced severe pain and profound collapse. 
Her condition was considered too grave for operation 
and 23 hours later she died (1928). At autopsy the 
uterus was found to be rotated at the cervix 270 de- 
grees to the left. The apparently normal uterus had 
become friable, infiltrated, and greatly enlarged. 

The literature on rotation of the uterus is reviewed 
and the details of 22 cases are presented in a table. 


The author found only 32 cases of pathologic rota- 
tion of the normal gravid uterus. Torsion of the 
anomalous or myomatous uterus is relatively com- 
mon. For rotation of the normal uterus it is neces- 
sary that it resemble a pedunculated tumor and that 
unusual forces be applied to the uterine supports. 
The corpus is like a pedunculated tumor when the 
lower uterine segment is not filled. This can occur 
in the presence of transverse presentation, narrow 
pelvis, placenta previa, and hydramnios. Sudden 
rotary movements of the patient’s body, trauma, 
ventrofixation, adhesions, and quick changes in 
posture can produce the unnatural stresses on the 
supporting structures. Pregnancy changes in these 
supports, previous operations on them, and ptosis 
in an asthenic woman can be contributing factors. 
The point of torsion is at the cervicovaginal junc- 
tion, the cervicouterine border, or in the cervix. 
The author recognized three clinical forms: the 
latent, found unexpectedly at cesarean section; the 
progressive, in which the symptoms gradually in- 
crease; and the acute case with sudden onset of the 
symptoms and shock. Without operation the prog- 
nosis is bad, especially in the acute or progressive 
variety. The treatment is cesarean section, with 
hysterectomy if indicated. 
James Henry Fercuson, M.D. 


Cancer of the Cervix in Pregnancy; Clinicostatisti- 
cal Contribution (Il cancro del collo dell’utero in 
gravidanza; contributo clinico-statistico). LucraNo 
Nositi. Riv. ital. gin., 1952, 35: 154. 


Seven cases of carcinoma of the cervix complicat- 
ing pregnancy were observed among 27,102 patients 
delivered at the Obstetrical and Gynecological 
Clinic, University of Bologna, during the period be- 
tween 1936 and 1951, an incidence of 0.025 per cent. 

Three patients were in the first trimester. Of 
these, 2 were subjected to total hysterectomy and 
Wertheim hysterectomy, respectively, supplemented 
by radium and x-ray therapy; the third patient had 
an incomplete abortion in the second month and 
received only radium and x-ray therapy. The first 
and third patients are living and apparently well 
after 13 and 12 years; in the case of the second 
patient, only 6 months have elapsed since comple- 
tion of the treatment. 

One woman was in her sixth month of pregnancy, 
that is, at the end of the second trimester. A cesarean 
section with Wertheim hysterectomy was performed 
and followed by x-ray therapy. This patient is well 
after 1 year. 

There were 3 patients with term pregnancies. In 
one of these, a low flap cesarean section resulted in a 
living infant; this patient died on the fourth post- 
operative day. The second patient had a low flap 
cesarean section, with a living infant; this patient 
received two courses of postoperative x-ray therapy 
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and died after 32 months. The third patient had a 
cesarean section and total hysterectomy, with a 
living infant; no radiation therapy was given, and 
death occurred after a period of 8 months. 
The author collected 198 cases from the literature 
and discusses the present trend of treatment. 
HERBERT TEICHNER, M.D. 


LABOR AND ITS COMPLICATIONS 


The Duration of the Second Stage of Labor. L. M. 
HELLMAN and Harry Prystowsky. Am. J. Obst., 
1952, 63: 1223. 

The authors present their findings in a series of 
cases. The median duration of labor was 50 minutes 
for primiparas and 20 minutes for multiparas. A 
number of other previously known facts were con- 
firmed. 

They noted that in posterior positions, particu- 
larly when they were persistent posteriors, the length 
of labor was greatly increased. The prolongation of 
either the first or second stage of labor caused a defi- 
nite influence on the rate of postpartum hemorrhage, 
which, of course, was increased as well as puerperal 
morbidity. Likewise, the fetal mortality is increased 
if either the first or second stage of labor is pro- 
longed. James F. DonneEtty, M.D. 


Shoulder Dystocias (Distocia de los hombros). J. 
P£éREz SOLER. Acta gyn. obst. hisp. lus., 1952, 2: 5. 


In this general review of the subject the author 
gives as his own personal opinion that, except in a 
giant fetus, the shoulders will never cause serious 
trouble. Of course, one may argue that the normally 
sized fetus is as apt to produce this form of dystocia 
when the maternal pelvis is abnormally small, as is 
the abnormally large fetus in the presence of a nor- 
mal maternal pelvis. This, however, does not seem 
to be true; in the small pelvis it is the head that will 
cause trouble, not the shoulders. 

The only prophylaxis which seems reasonable in 
the cases in which there is a history of previous dys- 
tocia, especially when the fetus is abnormally large, 
is the limitation of the fetal growth by restriction of 
the maternal diet. However, the author does not 
regard this as a very certain method of dealing with 
the situation. On the other hand, the author consid- 
ers premature induction of labor as quite justifiable. 
Unfortunately, roentgenography, although giving a 
good idea of the size and condition of the maternal 
pelvis, is not so reliable with reference to the size or 
firmness of the fetal skeleton and therefore does not 
aid much in the estimation of maternofetal dispro- 
portion. 

Once the dystocia has become established and the 
child is living, the author recommends ample episi- 
otomy, even when the mother is a multipara. The 
hand is introduced along the surface of the sacrum 
and the posterior arm is brought down by the physi- 
ological method, that is, the arm and forearm is 
brought forward over the chest. If it should be 
necessary to risk breaking of the humerus, the rela- 
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tives should be so apprised. The shoulder may 
then be brought down along the anterior surface of 
the sacrum and the anterior shoulder will then be 
dislodged with more or less ease from its point of 
impingement on the upper surface of the symphysis 
or pubic ramus. In the giant fetus, the large head 
will, as a rule, so obstruct the pelvic cavity that 
episiotomy will be necessary to gain room for the 
obstetrician’s hand; if there is an attempt to force 
the hand without this preliminary operation there is 
danger of producing a third degree tear. Both the 
episiotomy wound and the fracture of the humerus 
heal without incident. The author cites an instance 
of a secundipara who was in labor with a 5,000 gm. 
fetus. Here, powerful traction on the head in the 
attempt to bring down the shoulders failed, and the 
shoulders had to be delivered by the described 
method with fracture of the humerus of the posterior 
arm. This fracture healed in 15 to 20 days in the 
proper splint; however, a complete brachial plexus 
palsy of the nerve plexus corresponding to the 
anterior shoulder was then discovered. Fifteen 
months later this palsy still showed little sign of 
improvement. 

With this form of dystocia in the presence of a 
dead fetus the author has always obtained excellent 
results by extraction of the shoulders aided by the 
towel method of Doederlein. This method consists 
of wrapping a folded towel, or other cloth, around 
the dead child’s neck and thus exerting traction. 
Few cases have resisted this treatment. In these 
few resistant instances the dead fetus could always 
be delivered by the other method of Doederlein, 
that is, by decapitation of the body of the fetus and 
descent of the arms approximately as described. 

Experiments on dead fetuses in the anatomy 
department have shown that the clavicles can be 
fractured with pressure of the shoulder against the 
opposite wall of the pelvis by the hands of the oper- 
ator. This maneuver would be ideal in preparing the 
gigantic fetuses for delivery; however, it is not prac- 
ticable on the living subject. In these experiments 
the cutting through with scissors of the clavicle 
could not be accomplished without frequent wound- 
ing of the subclavian artery. It would evidently be 
a much more difficult procedure in the living subject. 
The author, therefore, thinks that the operation of 
cleidotomy should be rejected as an obstetric proce- 
dure. He agrees with Beruti and Ahumada that 
during delivery of the dead fetus cleidotomy is more 
dangerous and more difficult than decapitation be- 
fore the arms are brought down. 

Joun W. BRENNAN, M.D. 


The Place of Cesarean Section in Obstetrics Today. 
Paavo VARA. Acta obst. gyn. scand., 1952, 31: 221. 


The author reviews 3,676 cesarean sections per- 
formed in the Women’s Clinics of the University of 
Helsinki during the years from 1926 to 1950. During 
this period the incidence of cesarean section gradu- 
ally rose from 1.5 per cent in 1926 to 5.38 per cent in 
1950, with a maximum of 6.87 per cent in 1948. The 
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incidence in the entire material was 3.90 per cent. 
On the other hand, the incidence of forceps delivery 
decreased, being between 5.24 and 7.79 per cent 
until 1936 but gradually falling to 1.47 per cent in 
the period from 1946 to 1950. 

The uncorrected maternal mortality rate was 1.93 
per cent in the whole material (71 cases). Excluding 
s cases of postmortem cesarean section, the cor- 
rected mortality rate was 1.80 per cent (2.16 per 
cent for primiparas and 1.34 per cent for multi- 
paras). The overall death rate following cesarean 
section was 3.3 per cent for the first 5 year period and 
1.2 per cent for the last 5 year period. With the 
exception of mortality from embolism, cardiac fail- 
ure, and accidental hemorrhage, the rates show a fall. 
The most important causes of death were toxemia, 
cardiac failure, peritonitis, and hemorrhage. As a 
result of treatment with sulfonamides and anti- 
biotics, the incidence of infection has decreased. 
With improved prenatal care and more extensive 
hospital care, the maternal mortality should be re- 
duced still further. 

The uncorrected fetal mortality for all cases was 
5.40 per cent (206 cases). The corrected fetal mor- 
tality rate (173 cases, since 26 congenital monsters 
and 7 Rh factor babies were excluded) was 4.53 per 
cent. In the first 5 year period of the study the cor- 
rected fetal mortality was 6.1 per cent, and in the 
last period 3.4 per cent. Fetal prognosis can be still 
more improved if section is done in cases of cord pro- 
lapse, asphyxia from prolonged labor, postmaturity, 
and loops in the cord. 

Pelvic contraction was the greatest single indica- 
tion (37.8 per cent) for cesarean section. Although 
the incidence of section performed for pelvic con- 
traction fell 10 per cent during the period covered by 
the study, the general rise in the incidence of the 
operation would lead one to suspect it was being 
done for minor degrees of contraction. 

Toxemia is markedly higher in Finland than in 
other countries. It accounted for 14.3 per cent of the 
sections. During the period from 1945 to 1949, 
cesarean section was done in 2.3 per cent of all cases 
of toxemia and in 44.2 per cent of all cases of eclampsia 
treated at the clinics. 

Uterine inertia was an indication for cesarean sec- 
tion in 8.8 per cent. It has tended to gain in impor- 
tance as an indication, especially if there are addi- 
tional complications such as contracted pelvis, 
toxemia, or postmaturity. 

Malpresentations (deflexion attitudes, breech, 
transverse and oblique presentations) were an indi- 
cation in 8 per cent of all cases. The incidence re- 
mained about the same during the period covered 
by the study. 

Placenta previa occurred in 5.7 per cent of the 
cases. The maternal mortality was 2.4 per cent with 
a fetal mortality of 11 per cent. 

Fetal asphyxia as an indication has risen consider- 
ably during the period under discussion, being 1.6 
per cent for the period from 1931 to 1935 and 6.5 per 
cent for the period from 1946 to 1950. 


Primigravidity in the elder woman is also a gradu- 
ally increasing indication. 

Accidental antepartum hemorrhage necessitated 
section in 3.3 per cent of the total number of cases. 

Rigidity of the soft parts rose slightly toward the 
end of the 25 year period. The incidence in the whole 
material was 2.4 per cent. 

Postmaturity as an indication did not appear in 
the records as such until 1941. The term post- 
maturity was ascribed to cases in which the duration 
of pregnancy was more than 301 days. 

Miscellaneous causes included cord prolapse, rup- 
ture of the uterus, cardiac disease, Rh immunization, 
habitual abortion, polyarthritis, poliomyelitis, ap- 
pendicitis, psychopathy, epilepsy, tuberculosis, uter- 
ine myoma, ventral hernia, cirrhosis of the liver, and 
other conditions. 

The question of what form of anesthesia should be 
used must be answered with the following in mind: 
two lives, both that of the mother and child, are at 
stake. At times the patient must be operated on 
when unprepared. Near term there is a marked con- 
gestion of the pelvic blood vessels. In the author’s 
opinion, local anesthesia is the safest, although ether- 
oxygen is usually satisfactory. 

In the author’s opinion, the transverse isthmic in- 
cision is the safest and repeat sections are fairly 
easily done. With chemotherapeutics and anti- 
biotics, extraperitoneal cesarean section is becoming 
unnecessary. WarRrEN R. Lanc, M.D. 


Our Experience with Sectio Vaginalis (Unsere 
Erfahrungen mit der vaginalen Sektio). S. KoLONJA 
and R. Utm. Geburish. & Frauenh., 1952, 12: 149. 


There were 756 vaginal interruptions of pregnancy. 
In 695 of these the method of Bumm (anterior colpo- 
hysterotomy) was used and in the remaining 43 pa- 
tients the Fuchs modification of the Bumm method 
(transverse incision of the anterior wall of the uterine 
isthmus), without involvement of the cervix in the 
incision, was used. These abortions were distributed 
in the 5 years as follows: 1945, 344 with medical in- 
dications in 9; 1946, 309 with m.i. in 19; 1947, 60 
with m.i. in 39; 1948, 24 with m.i. in 24; and 1949, 19 
with m.i. in 19. The patients were distributed ac- 
cording to age as follows: 99 ranged from 15 to 20 
years of age, 263 from 21 to 25 years of age, 161 from 
26 to 30 years of age, 122 from 31 to 35 years of age, 
gi from 36 to 40 years of age, and 21 were more than 
41 years of age. 

The complications which occurred in this group of 
756 abortions by the two modifications of the original 
Duehrrsen vaginal cesarean section were as follows: 
38 instances of febrile temperatures (largely in the 
preantibiotic era; indeed to a great extent in the 
presulfanilamide era), and 61 cases of subfebrile 
temperatures (some cases being ascribable to con- 
gestion of lactation). There were 3 instances of 
mastitis; however, there was no tissue breakdown 
(abscess). There were 3 instances of cystitis and 2 of 
pyelitis. Finally, there were 2 instances of endo- 
metritis and 1 recurrence of an adnexitis. There 
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were 3 instances of thrombophlebitis, 1 case of 
erysipelas of the breast, and 4 cases of sore throat. 
There were g instances of hemorrhage; in 8 this 
bleeding was the result of uterine atony and in 1 case 
the operative wound had to be sutured more snugly. 

This means, of course, that in 648 patients in this 
group there were no complications of any sort; con- 
valescence was perfectly normal and the patient 
could be discharged after 5 days. 

Of this group, 339 could be located and were sent 
questionnaires 5 years after the earliest operation 
and 1 year after the latest operation. This control 
resulted in 123 re-examinations and 216 answers by 
letter. The restudy of the material disclosed 15 abor- 
tions, 67 patients with 1 subsequent normal child- 
birth, 15 with 2, and 1 patient with 3 normal child- 
births. In 1 of these forceps delivery was necessary 
and in another manual separation of the placenta. 
At the time of writing, 8 of these patients were preg- 
nant. There was 1 instance of tubal pregnancy. 

Thus, there were 230 patients who had not become 
pregnant since the operation; however, 153 stated 
that they had not wished for conception. Five of 
the women had not become pregnant despite a desire 
for motherhood. This number is not higher than 
the figure for sterility in the general population. 

There were 5 patients who had visited the clinic 
before the questionnaires were sent out. They were 
found to be suffering from what the authors desig- 
nate precervical endometriosis. The findings in these 
5 patients will shortly be published. It is perhaps 
sufficient here to say that these patients could be 
cured easily by surgery with full preservation of fer- 


tility. This condition perhaps explains the objections 
to the method of sectio vaginalis by Hajek (Med. 
Klin., 1933, 2: 1336) who gave as one of his most 
potent objections to the method, the number of dys- 
menorrheas of which he did not find the cause. 
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All in all, the authors believe that in this report 
they are demonstrating, by means of a material 
which is more extensive and more convincing than 
any heretofore adduced, that the profession has in 
these modifications of the Duehrssen method of vag- 
inal hysterotomy (anterior colpohysterotomy) the 
most conservative, most rapid, and most certain 
method for interrupting a pregnancy in the later 
months (after the twelfth week). 

Joun W. BRENNAN, M.D. 


NEWBORN 


Do Premature Infants of 8 Months Have Less 
Chance of Survival Than Those of 7 Months? 
(Les prématurés de 8 mois ont-ils moins de chance 
de survie que ceux de 7 mois). HENRI JAHIER. Rev, 
Sr. gyn. obst., 1952, 47: OI. 

The origin of the notion that a 7 month fetus has 

a better chance to survive than an eight month fetus 

has been sought without success. This superstition 

is world-wide. The ancients repeated it. It was sup- 
ported by the Bible and the Talmud. Hippocrates 
hedged on the question. Aristotle may have be- 
lieved it. Astrology nourished the belief by discern- 
ing that in the seventh month the fetus was under 
the influence of the Moon, which gave it activity. In 
the eight month it was under Saturn, hence, cold 
and dry. Saint Jerome in the Apocrypha augmented 
the miracle of the birth of Jesus by stating that it 
took place at the eighth month. Avicenna had an 
explanation for the advantages of being a seven 
month premature infant. At last we come to Mauri- 
ceau and his observations (1668) which contradicted 
popular sentiment and found that an eight month 
premature infant was more likely to live than the 
seven month infant. 

James Henry Fercuson, M.D. 
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Bilateral Pheochromocytoma in a 6 Year Old Boy. 
CATHERINE A. NEILL and GWEN Situ. Arch. Dis. 
Childh., Lond., 1952, 27: 286. 

In their review of the literature, the authors found 
only 9 patients under the age of 13 years with chro- 
maffin cell tumors. More than one tumor was pres- 
ent in 3 of these 9 cases. 

They report the case of a boy, 6 years of age, who 
was thought to have pink disease because of sweat- 
ing, rash, tachycardia, hypertension, and increased 
nervous tension, associated with marked erythro- 
melalgia of the hands, but his paroxysmal hyperten- 
sive attacks suggested pheochromocytoma. 

The benzodioxane test was of little diagnostic 
value but admittedly should have been repeated. 
Perirenal insufflation produced temporary respira- 
tory arrest and was abandoned promptly. 

Exploratory laparotomy was refused and diagno- 
sis of bilateral pheochromocytoma was made by au- 
topsy. The tumor on the left measured 6 by 5 by 
4cm., while that on the right measured 3 by 2.5 by 
1.5 cm. Histologically they were benign. 

Some discussion is given of the differential diag- 
nosis of pheochromocytoma and acrodynia, but early 
exploration is recommended because of the diagnos- 
tic difficulties. Ormonp S. Cutp, M.D. 


The Accessory Role Played by an Abnormally Placed 
Vessel in the Development of Hydronephrosis 
in a Kidney Also Involved in a Limited Cystic 
Disease (Role accessoire joué par un vaisseau ano- 
mal dans une hydronéphrose développée sur un rein 
atteint, d’autre part, d’une forme limitée de maladie 
kystique). G. WoLrromm and R. JAnvierR. J. Urol. 
Med., Par., 1951, §7: 833. 


The authors support the hypothesis that even 
when an abnormally placed renal vessel suggests 
that the hydronephrosis is due to the constriction 
produced by the vessel on the pelvic outlet, it is the 
atonia of the pelvis that produces the pathologic 
condition, and the abnormally placed renal vessel 
really plays only a secondary role in the production 
of the hydronephrosis. 

To support this idea, the authors review the case 
of a 20 year old woman who had paroxysmal ab- 
dominolumbar pain. The first attack of pain was 
in December, 1949. On February 28, 1950, an excre- 
tory urogram showed the left pelvis to be slightly 
dilated (perhaps a slight simple atonic dilatation— 
certainly not a true hydronephrosis). During her 
pregnancy there was no recurrence of the attacks 
of pain. The pain recurred 24 hours after accouche- 
ment. On May 7, 1951, exactly 14 months after the 
initial excretory urographic pictures were taken, a 
retrograde study of the left pelvis showed a typical 
hydronephrosis with constriction, associated with an 


abnormally placed renal vessel at the lower pole of 
the pelvis. It was estimated that the pelvis con- 
tained 120 c.c. of fluid. 

On surgical exposure the lower pole of the kidney 
was found to contain a cyst the size of a plum. This 
was resected, there being no communication between 
the cyst and the renal pelvis. The pelvis had obtained 
the size of an orange below the renal pedicle. The 
first arteriovenous pedicle to ¢<ross the lower pole 
of the pelvis was small and was not considered to be 
constrictive in nature. The second vascular pedicle 
was large and contained a vein 2 mm. in diameter. 
It coursed across the most dependent portion of the 
pelvis, forming a constrictive groove at the uretero- 
pelvic junction. This pedicle was severed. The pelvis 
then drained well. No pelvic drainage or plastic 
procedure was done. 

The kidney was then suspended from the eleventh 
rib. The usual lumbar closure was made. 

The pain in the left side returned in 7 months. In 
September of 1951 excretory urography showed that 
the kidney did not eliminate any dye. A retrograde 
study of the left kidney was considered advisable, 
but the patient refused the examination. 

This case has brought up the following considera- 
tions: (1) what was the significance of the cystic 
lesion; was not this an unexpected finding at opera- 
tion; (2) what were the roles of the abnormally 
placed renal vessels in producing the hydronephrosis; 
(3) what part did the pregnancy play in the evolution 
of the hydronephrosis; and (4) what was the signif- 
icance of the inability of the kidney to excrete the 
dye after surgery. 

The authors do not believe there was any relation 
between the renal cyst and the hydronephrosis. It 
would appear that the sudden appearance of an 
atonic dilatation of the renal pelvis was due to the 
passage of an abnormally placed vessel across the 
pelvis. The authors do not believe this to be so in 
this case, for nothing in the first excretory urographic 
pictures revealed the presence of such a vessel. Does 
the presence of an abnormally placed renal vessel 
at the ureteropelvic junction act mechanically to 
constrict this area, or is the action more subtle in 
nature. As shown by Dossot, the mechanical action 
of the abnormally placed vessel consists of two 
parts. The simple contact of the abnormally placed 
vessel creates a zone of hypertonia, a physiological 
obstacle above which the pelvis becomes atonic. 
The constant beating of the artery provokes a 
mechanical excitation of the nerve filaments at the 
pyeloureteral junction, thus creating a dystonia 
leading to a hydronephrosis. 

The ureteropelvic junction is passively angulated 
by the vessel that is surrounded by a dense fibrous 
sheath which literally encases the pelvic outlet. In 
this manner an obstruction to the outflow of urine 
is established at the ureteropelvic junction. 
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The cause of the hydronephrosis may be due to a 
disturbance in the innervation when the two nerves 
cross. One set of nerves has a vasomotor and the 
other a pvelomotor function. While such a dysfunc- 
tion between the two nerve plexuses is really hypo- 
thetical, an abnormally placed vessel may be able to 
create such an injurious modification of the function 
at the ureteropelvic junction. If there is an asso- 
ciated condition such as a pyelitis, as was present 
in the reported case, the vessel may lose its elasticity 
and be encased in a rigid fibrous band (a periure- 
teritis), thus tending to create this nerve dysfunction 
between the two plexuses at the ureteropelvic junc- 
tion. This disturbance of function due to dysfunction 
between two opposing nerve plexuses is not confined 
to the urinary system, for it is seen in spasmodic 
esophagitis due to the action of an abnormally 
placed artery. Duodenal dysfunction has also been 
seen in prisoners of war due to the beating of an 
artery on the duodenal musculature as a result of 
the vessel losing its normal fatty protective sheath. 
It may also be due to the crossing of two nerve 
plexuses, the one arterial and the other visceral. 

The role of pregnancy in the evolution of the 
hydronephrosis in the reported case was then con- 
sidered by the authors. It was quite unusual that 
the patient was free from pain during the pregnancy 
and that it appeared immediately after delivery. 
The action of the hormones and their state of equilib- 
rium were thought to have a direct effect upon the 
production of this hydronephrosis, but there was no 
incident during the pregnancy or during the delivery 
that would suggest a disturbance in the hormonal 
balance. 

The action of progesterone and lutein on the 
motor system of the urinary tract is not well known. 
The role played by folliculin also remains practically 
unknown. It is known, however, that the vast 
majority of pregnant women have a hypotonia of the 
ureteropelvic system during pregnancy. It was 
thought that the disappearance of the pain in the 
reported case was due to an increase in the pre- 
existent atonia of the pelvis during pregnancy and 
an increase in the size of the pelvis that made it 
insensible to the slowly progressive distention. The 
reappearance of pain as soon as the delivery had 
taken place was due to the attempt of the pelvis to 
regain some of its tonicity in order to relieve the dis- 
tention. However, not enough decrease in the dila- 
tation of the pelvis was established; thus a definite 
hydronephrosis ensued. 

The failure or inability of the kidney to excrete 
the urographic media after operation suggested 
either a functional failure of the kidney, due to the 
increase in the hydronephrosis, or a renal infarct. 
It was astonishing that the section of a vessel con- 
stricting the ureteropelvic junction, thus quickly 
relieving the tension in the hydronephrotic sac, 
would cause complete arrest of renal function. If 
the vessel was an artery supplying a large portion of 
the kidney, an ischemia involving the portion of the 
kidney supplied by that vessel would ensue. The 
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exact nature of the failure of the kidney to excrete 
dye could not be determined because the patient 
refused a retrograde study of the kidney. The kidney 
failure may have been due to an atonic alteration 
that was produced by a new urographic media. The 
functional alteration of the kidney may have been 
general or limited so that it was impossible to elim- 
inate the contrast media. There may have been 
created an obstruction that would not permit the 
elimination of the urine, and thus the kidney func- 
tion was finally arrested entirely. If the urinary 
tract was free from obstruction, the renal failure 
may have been due to a profound alteration in the 
renal substance that was caused by a large renal 
infarct that onenemen to the suppression of kidney 
function. Conrap A. Kvueun, M.D. 


Contribution to the Subject of the Primary Cortical 
Lesion in Renal Tuberculosis (Beitrag zur Frage 
des Primaer-kortikalen Herdes bei der Nierentuber- 
kulose). Hartwic Eurincer. Zschr. Urol., 1952, 
45: 218. 


Couland spent 7 years injecting small amounts of 
tubercle bacilli into 1,000 rabbits and looking for the 
distribution of the lesions in the kidney. He found 
typical tubercles and lymphocytic aggregations 
which were located predominantly in the cortical 
region of the organ. Cibert, in his book, La Tuber- 
culose renale, (Masson & Co., Paris, 1946) used 
Couland’s results in erecting his classification of 
these renal lesions into a presurgical stage (Stade 
initiale réel), and a later, or secondary stage (Stade 
initiale chirurgicale), the latter of course involving 
predominantly the medullary and excretory regions 
of the kidney. These lesions in the cortical region 
exhibit a strong tendency towards sclerotic trans- 
formation and thus escape detection, or at least 
recognition by the surgeon who removes the kidney. 

The patient here reported, a 48 year old male, 
suffered an attack of pleuritis when 17 years of age; 
at 47 he developed tuberculosis of the right epididy- 
mis. At this time the pyelogram disclosed a delayed 
excretion of the dye on the left side, and the urine 
from the left kidney proved positive in animal tests 
for tubercle bacillus. 

These suspicious findings continued after the 
epididymectomy and ultimately led to nephrectomy. 
During the examination of the removed organ by 
serial sectioning there was noted in the cortical 
region of the upper pole of the kidney a pinhead- 
sized, hyalin-glassy nodule. Histologic examination 
of this lesion disclosed the small mass to be com- 
posed of a number of miliary tubercles with typical 
Langhans giant cells and epitheloid cells. This 
lesion was surrounded by a round cell infiltration. 
Among the uriniferous tubules of the cortical region 
there were also encountered small round cell infiltra- 
tions. In the medullary portion, no changes could 
be uncovered. 

Two sketches, 1 retrograde pyelographic reproduc- 
tion, and 3 photomicrographs accompany the 
article. Joun W. Brennan, M.D. 
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Present Day Criteria in the Treatment of Renal 
Tuberculosis (O critério actual do tratamento da 
tuberculose renal). L. p—E Morars ZamitH. Rev. 
Port. obst. gin., 1952, 5: 106. 


Of the 2,425 urologic patients (tgo men and 525 
women) received at the urologic service of the Uni- 
versity of Coimbra, Portugal, during the past 9 
years, 317 (13%) were suffering from renal tuber- 
culosis. In 16 per cent (3r men and 17 women) 
the involvement was bilateral; in 70 men and 53 
women the right kidney was affected and in 89 men 
and 42 women the left kidney was affected. Each 
decennium of life, from the second to the fifth and 
those over the fifth, were well represented. The 
youngest boy was 13 years of age and the youngest 
girl was 10; the oldest adult male was 57 years of age 
and the oldest female 70. 

Treatment consisted of streptomycin (preferably 
dihydrostreptomycin), chaulmoogra oil, para-amino- 
salicylic acid (P. A. S.), vitamin De, and thiosemi- 
carbazone (T. B. I.). The author’s service has been 
accustomed to commence with chaulmoogra oil 
(Winthrop’s ethylated chaulmoogra oil, chaulmes- 
trol) in dosages of 3 c.c., 3 times per week for 6 injec- 
tions. At the end of these 2 weeks dihydrostrepto- 
mycin is started at 1 gm. per day for the 6 succeeding 
days. During this period the chaulmoogra oil prep- 
aration is continued for a total of 12 ampoules and 
Pp. A. S. is given in dosages of 10 to 12 gm. daily for 
periods of 15 days, separated by a further 15 days of 
rest. Thus, there is avoided the inconvenience of 


creating streptomycin resistance and the dangers of 
gastric intolerance. The chaulmoogra oil is intended 


to dissolve the capsule of the tubercle bacillus, per- 
mitting more direct contact of the antibiotic with the 
morbid organism. The new benzylated derivative of 
p. A. S. (B. P. A. S.) has proved to be better tol- 
erated than P. A. S. 

Vitamin De is given in doses of 600,000 units, 
twice per week. The treatment with this prepara- 
tion must be accompanied by the intravenous ad- 
ministration of calcium; it is not exempt from acci- 
dents (anorexia, nausea, vomiting, hypertension, 
hyperazotemia, and the development of calcifying 
processes in the urinary apparatus). 

Thiosemicarbazone (T. B. I.) or thiosemicarbazole 
is administered in tablets of 25 and 50 mgm. This 
preparation presents the disadvantages of all sul- 
fonamides (digestive disturbances, blood dyscrasias, 
allergic reactions and hepatic disturbances). 

On the whole, the author considers that medical 
treatment is indicated in only the incipient stages of 
unilateral renal tuberculosis with, at most, superfi- 
cial erosions of the papillae. Even here the evolution 
of the disease must be watched by means of succes- 
sive pyelograms. Medical treatment is indicated in 
bilateral tuberculosis, in tuberculosis of the residual 
kidney, or in very young patients in whom there is 
still danger of dissemination from a lesion elsewhere 
in the body. 

Nephrectomy is advisable in unilateral renal tu- 
berculosis in those instances in which ulcerocaseous 
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lesions are visible, and in the instances in which ex- 
clusion of the affected kidney is demonstrated. 
Nephrectomy is indicated even in minimal lesions, 
when there is repeated renal colic, persistent hema- 
turia, or bladder inflammation with progressive 
tendencies which defy medical treatment. 

Joun W. BRENNAN, M.D. 


Hyperparathyroidism and Renal Calculi. Aston 
MILLER and J. P. Mitcnety. Brit. J. Urol., 1952, 
24: QI. 

This discussion of the relationship of hyperpara- 
thyroidism and renal calculi is prefaced by an illus- 
trative case report of a male, age 30 years, who had 
bilateral calcium phosphate and oxalate stones, se- 
rum calcium of 15.3 mgm. per 100 ml., plasma phos- 
phate of 1.5 mgm. per 100 ml., and a tumor in one 
of the right parathyroids. Calculi were removed 
from the right kidney and ureter. Fourteen days 
later the parathyroid was excised and 6 weeks later 
the left calculi were removed. The calcium dropped 
to 9.6 mgm. per 100 ml., and there has been no 
recurrence of calculi after 3 months. 

Literature on this subject is quoted as revealing 
an incidence of calculi in hyperparathyroidism that 
varies from 37 to 84 per cent. The frequency of 
hyperparathyroidism in cases of urinary calculi is 
said to vary from 1.65 to 15 per cent, depending on 
the author. 

Hyperparathyroidism may manifest itself by (1) 
renal calculi, (2) generalized decalcification of bone, 
(3) nephrocalcinosis, (4) a syndrome of weakness, 
lassitude, fatigue, poor muscle tone associated with 
hypercalcemia, or (5) severe hyperparathyroid crisis. 

The importance of recognizing elevated serum cal- 
cium levels and lowered serum phosphate levels is 
emphasized, even though some discrepancy persists 
regarding the precise limits of normal values. Cook 
and Keating are quoted as advising 10.5 mgm. per 
1oo ml. for the maximum normal calcium deter- 
mination. 

In the vast majority of cases the overactive para- 
thyroid gland should be removed before any treat- 
ment is directed towards the calculi. 

Ormonp S. Cup, M.D. 


The Embryonic Mixed Tumors of the Kidney in the 
Adult (Die Embryonalen Mischgeschwuelste der 
Niere im Erwachsenenalter). H. G. GLEICHMANN. 
Zschr. Urol., 1952, 45: 193. 


Wilms tumor, mixed tumors, or dysembryomas 
are extremely rare in the adult. The author, from 
the literature available to him, has been able to find 
only 111 such instances. This neoplasm is some- 
times designated an adenosarcoma because of its 
typical histologic structure. Here there are encoun- 
tered. two types of tumor tissue, mixed in various 
proportions. First there is the thickly compressed 
roundish or cylindrical cell (sarcoma), and secondly, 
the more or less glandlike tissue presenting a strik- 
ingly similar appearance to the uriniferous tubules 
of the fetal kidney. In addition there are frequently 
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encountered muscular elements, or the nuclei of 
muscular elements, cartilage, and even bone tissue. 
Thus it is certain that the mixed tumor of the kidney 
takes origin from the fetal period. It is evident 
therefore that the anlage of the neoplasm is present 
congenitally, and its behavior with reference to its 
long period of dormancy until the adult age of the 
individual is reached before becoming manifest, sug- 
gests an additional factor, or factors, which un- 
leashes its growth capabilities at the later date. 
What that factor is, or those factors are, is unknown. 

The case here reported was that of a 24 year old 
woman who, 6 months previously, noted a tumor in 
the left upper abdomen. This tumor continued to 
grow rather rapidly but produced no other mani- 
festations until about 2 weeks previously, when 
there appeared stitch-in-the-side-like pains, more 
noticeable after physical exertion. 

Cystoscopy disclosed a hematuria issuing from the 
left ureter, and delay in excretion on this side. The 
intravenous pyelogram after 16 minutes (per-abro- 
dil) disclosed an extremely dense soft-tissue shadow 
in the entire left upper abdomen, extending a con- 
siderable distance to the right of the midline. After 
20 minutes the contrast material began to show up, 
which showed the persistence of still functioning 
tissue and which presented the diagnosis of second- 
ary hydronephrosis. With retrograde pyelography, 
the left ureter was found to be pushed over to within 
a centimeter of the right. 

The tumor was successfully removed and his- 
tologically proved to be an embryonic adenosar- 
coma. Two months later 8,560 roentgens were given 
through 4 fields. A year after the operation the 
patient, who at the time of operation was emaciated 
and weakened, appeared to be in excellent general 
condition and was without recognizable metastasis 
or local recurrence. 

The author thinks that the one eminently dis- 
puted point, i.e., whether preoperative irradiation 
treatment be given, is without importance since in 
these cases the nature of the tumor is never recog- 
nized preoperatively, and with the diagnosis of kid- 
ney tumor immediate operation is always indicated. 

Joun W. BRENNAN, M.D. 


Renal Lipoma: A Case Report (Sur un cas de lipome 
du rein). CLAUDE RovuviLLors, HENRY BorpieErR, and 
Victor Poccrout. J. Urol. Med., Par., 1951, 57: 826. 


Although the termination was fatal, the authors 
thought this case of renal lipoma of sufficient in- 
terest to report it before the French Society of 
Urclogy. Couvelaire has said that renal lipoma in 
the “pure state” is a rarity. The true lipoma of 
the kidney is a lipomatous degeneration involving 
the entire parenchyma and not the perirenal lipom- 
atous inclusions of the intralobular furrows that 
separate the renal columns. This definition of 
renal lipomatosis eliminates as renal lipomas: (a) 
those kidneys that have fatty degeneration of the 
epithelium of the convoluted tubules; (b) the peri- 
renal lipomas or fibrolipomas from the renal fossa 
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—their origin is entirely different from that of the 
renal lipomas and they are much more frequently 
encountered; (c) the lipomatous degeneration that 
takes place due to inflammatory fibrolipomatous 
perirenal reactions usually associated with infected 
renal lithiasis; (d) the adipose degenerative infil- 
tration observed in the renal parenchyma altered 
by the chronic nephrotic syndrome. 

A 70 year old female was examined because of 
initial profuse hematuria. Her clinical history was 
negative except for hematuria that was accompanied 
by the passage of urinary gravel 35 vears before the 
present illness. 

Cystoscopic examination revealed a normal blad- 
der. The urine was normal. Excretory urography 
demonstrated a normal right kidney. The left 
renal pelvis showed a malformation and filling de- 
fect. The impression obtained from this x-ray ex- 
amination was that the patient had a neoplasm of 
the middle portion of the kidney. A retrograde 
study of the left kidney confirmed the previous im- 
pression gained by excretory urography. 

On surgical exploration of the kidney, two pe- 
culiarities were found: (1) an unusual amount of 
perirenal fatty tissue was encountered, and this 
was accompanied by a peculiar muscular deficiency 
at the base of the renal pedicle; (2) the absence of 
extrarenal hypervascularization that so often is 
found in relation to renal tumors. On exposure of 
the kidney, a mass about the size of a green almond 
was found in the region indicated on the roentgen- 
ogram. The mass was firm, woody in hardness, and 
pale yellow. 

The patient’s convalescence was complicated by 
anuria. An exsanguination transfusion was done 
on the fifth day with 4,500 c.c. of blood. The 
patient’s general condition improved in a spectac- 
ular fashion, but the improvement was short-lived 
and she died on the ninth day. 

The pathological study of the removed kidney 
established the presence of a juxtacalyceal lipoma. 
This lipoma was associated with a subacute inflam- 
matory process that had its origin in the calyceal 
system. 

In resume, the authors call attention to the fact 
that hypervascularization in the perirenal fat about 
the kidney suggests a renal malignancy. When 
this condition is not present, one must have a 
strong impression that some other process rather 
than malignancy involves the kidney. The pyelo- 
gram in renal lipoma resembles that found in renal 
neoplasm. For this reason, differential diagnosis 
between the two conditions is not possible. 

Conrap A. Kueun, M.D. 


Renal Hamartoma (Angiomyolipoma): Report of 3 
Cases. Cart Ruscue. J. Urol., Balt., 1952, 67: 823. 


Hamartomas are found most frequently in the 
lung. In the Registry of the Armed Forces Institute 
of Pathology, there are 52 cases of renal hamartoma. 

These tumors are composed of mixed elements but 
are not true teratomas. They appear to be benign, 
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apparently arise from aberrant anlagen, are only a 
few millimeters in diameter, and usually found in- 
cidentally at autopsy. It is assumed that they de- 
velop from fetal nests of cloacal tissue. There are no 
clinical symptoms that distinguish hamartomas from 
other renal neoplasms. 

Details are given of 3 additional tumors of this 
type. One of these was discovered in a woman, 23 
years of age, who had been suspected of having right 
renal apoplexy. An exploratory operation, 17 days 
postpartum, revealed a large hamartoma in the lower 
half of the kidney. Histologically it was composed of 
fat, blood vessels, and smooth muscle. The patient 
has remained well during the subsequent 30 months. 

The other 2 cases were discovered at autopsy. A 
man 50 years of age died of membranous stomatitis 
and had approximately 12 nodules in the left kidney. 
These varied from 0.7 cm. to 1.5 cm. in diameter, 
and histologically proved to be hamartomas. A 
woman, 76 years of age, died of pneumonia and had 
a large hamartoma (4 cm. in diameter) in the left 
kidney. Neither of these patients had any urinary 
symptoms, 

Some writers have emphasized a relationship be- 
tween hamartoma and the tuberous sclerosis com- 
plex but such was not true in any of these 3 cases. 

Ormonp S. Cup, M.D. 


A Contribution to the Instrumentarium for the 
Recanalization of Mechanically Occluded Ure- 
ters (Beitrag zur Rekanalisierung mechanisch ver- 
schlossener Ureteren). WALTER Dornes, HANS 
Lurz, and Bernt Sacusse. Zschr. Urol., 1952, 45: 
229. 

A glass prosthesis is used for the recanalization of 
mechanically occluded ureters. The tube has slop- 
ing ends and just back of these are bulbus swellings 
designed to keep ligatures from slipping off (Fig. 1). 
With reference to the diameter of the tube, it will 
obviously be chosen in accordance with the diameter 
of the lumen of the ureter in which it is to be used. 

In the cicatricially closed ureter, incisions are 
made into the lumen of the ureter to each side of the 
cicatricial portion. The prosthesis is inserted 
through the incision in the direction of the free 
lumen of the ureter, the cicatricial portions are pulled 
to one side, and the other end of the prosthesis is 
inserted through the incision on the other side of 
the cicatricial section and into the lumen of the 
ureter in the retrograde direction. Both ends of the 
ureter are then held in place by means of ligatures. 

In the dog the prosthesis has been left in place, in 
some instances for several months. The glass tube 
did not become encrusted with uric acid salts. The 
function of the kidney was carried on in normal 
fashion. 

The prosthesis is thought not only to have other 
clinical applications, but is easily and cheaply con- 
structed. 

The authors employed the tube in their work on 
anuria in the dog, when it became desirable to re- 
establish the lumen of the ligated ureter. Later a 





Fig. 1 (Dornes ef al.). Prosthesis made of glass for the 


operative recanalization of the mechanically occluded 
ureter. 


simple involucrum of granulation tissue was un- 
covered about the tube; this contained a few lymph- 
ocytes and foreign body giant cells. 

Joun W. BRENNAN, M.D. 


Contributions to the Technique of Ureterointes- 
tinal Anastomosis (Beitraege zur Technik der 
Harnleiterdarmanastomose). S. PetKovié. Zschr. 
Urol., 1952, 45: 257. 

The author, of the Urology Department of the 
University at Beograd, Yugoslavia, discusses the in- 
dications, technique, and postoperative complica- 
tions of ureterointestinal anastomosis, and reports 
on 50 cases in his own experience. 

Four routes of approach are possible: transperi- 
toneal, extraperitoneal, vaginal, and sacral. The ad- 
vantages and disadvantages, and the indications of 
each method are discussed briefly. In most cases the 
transperitoneal approach (Coffey I) is the method 
of choice. The technique used by the author is to 
prepare a canal of 2 to 3 cm. length in the submu- 
cosal tissue, and to cover it with two layers of intes- 
tinal sutures. The Coffey II method is indicated 


only in elderly persons in poor general condition, and 
in the sacral and vaginal approach. 

The choice of the site of implantation in the sig- 
moid is discussed at length. The author criticizes 


the drawings found in many textbooks in which both 
ureters are shown implanted in the sigmoid at the 
same level. This is nearly always impossible for 
technical reasons. As a rule, the right ureter is im- 
planted first in the rectum, then the left ureter is im- 
planted in the sigmoid, about 15 cm. proximally 
from the right. The site of implantation should not 
be chosen too high because of danger of urine reflux 
into the transverse colon. This may lead to in- 
creased reabsorption of urine with subsequent acido- 
sis and uremia. 

The prognosis of the operation has improved con- 
siderably since the introduction of streptomycin, 
which should be applied topically and parenterally. 
At the end of the intervention the author injects 
10 c.c. of a 1 per cent solution into the retroperi- 
toneal tissue surrounding the ureter and follows with 
two intramuscular injections of 0.5 gm. in the post- 
operative period. In addition, penicillin and sulfon- 
amides are given. The author warns, however, that 
streptomycin does not always destroy the bacillus 
coli completely. He reports 2 cases of his own obser- 
vation in which, under cover of streptomycin, an 
atypical peritonitis with low grade fever developed. 
Because of the absence of typical clinical signs, the 
diagnosis was missed, and only autopsy revealed 
peritonitis to be the cause of death. 

Fifty cases of the author’s own observation are 
reported. In 48 cases the transperitoneal, in 1 case 
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the extraperitoneal, and in 1 case the sacral route of 
approach were used. The indications were: bladder 
carcinoma in 38 cases, exstrophy and high grade 
epispadias in 7, tuberculosis in 3, inoperable carci- 
noma of the vagina in 1 case, and injury of the blad- 
der in 1 case. The postoperative mortality was 14 
per cent. WERNER M. Sormitz, M.D. 


Adenosarcoma in a Subject 20 Months of Age 
(Adenosarcoma in soggetto di 20 mesi). ANGELO 
Loizzi. Arch. ital. urol., 1952, 25: 181. 


A 20 month old female infant had been suffering 
from obstinate constipation for the past 5 months. 
One month previously the child began to suffer at- 
tacks of fever (39 to 39.5°C) accompanied by fre- 
quent vomiting. This illness seemed to be controlled 
by penicillin; however, it was noted that there was a 
large mass in the abdomen. The barium meal dis- 
closed the displacement of all the abdominal organs 
to the left side of the abdominal cavity by a mass 
occupying the entire right half of this cavity. The 
urine was limpid and without albumin or other mor- 
bid content. 

The mass was considered to be a renal tumor and 
approach was made through the right lumbar region. 
The mass reached with its lower pole into the pelvic 
cavity and with its upper pole elevated the dia- 
phragm as high as the seventh rib; it was firmly ad- 
herent in places to the peritoneum. Nevertheless, 
the growth could be removed in toto and the child, 
under vigorous penicillin treatment, recovered with- 
out incident. 

The extirpated tumor weighed 970 gm. It was ir- 
regularly formed, nodular, and very uneven in con- 
sistency. On its superointerior aspect was a forma- 
tion with the appearance of an atrophic kidney. 

Histologically, the mass was found to consist of a 
connective tissue capsule enclosing a central mass of 
tissue rich in cells which assumed a banded or stri- 
ated arrangement in places. The stroma was repre- 
sented by a delicate, loose network of fibrillar ele- 
ments, giving a weak acidophil stain, but with a 
tendency, in places, to basophilism. At places the 
stromal tissue became so cell-rich as to make a dis- 
tinction between the stroma and the parenchyma 
difficult, and the whole formed an agglomeration of 
cells of the sarcomatous type, rounded and fusiform, 
with sparse, rather pallid cytoplasm, and volumi- 
nous, frequently hyperchromatic nuclei with many 
mitotic figures. 

Some of these cells were arranged in “simil-tubu- 
lar” figures and then tended to assume a cubicocylin- 
drical form with an epithelial appearance. There 
were present extensive hemorrhagic and necrotic 
areas. The attached, atrophic kidneylike mass ex- 
hibited renal elements and structures in various 
phases of maturation and perfection of structure. 

The histologic diagnosis was adenosarcoma of the 
kidney (tumor of Wilms). 

The patient has now been under observation for 7 
months since the operation without evidence of re- 
currence or metastasis. If the operation results, as is 
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hoped, in a permanent cure, this case (as regards the 
extreme youth of the patient, the diagnosis despite 
the peculiar silent character of the kidney involve- 
ment, and the final success of the operation) is indeed 
a rarity in this field of oncologic practice. 

Joun W. BRENNAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Functional Disturbances of the Human Bladder 
and Observations on Its Sympathetic Nervous 
and Ganglion System (Ueber funktionelle Stoe- 
rungen der menschlichen Harnblase und Beobach- 
tungen an ihren Vegetativen Nervenund Ganglien- 
apparat). Lupwic RuLtanp. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1952, 271: 413. 

Because of the lack of adequate studies of the 
neuropathologic substrate of certain functional dis- 
turbances of the bladder, the author has undertaken 
an exhaustive neurohistologic study of the sympa- 
thetic nervous system of the urinary bladder under 
normal and pathologic conditions. His observations 
are presented in schematic form as follows: 


TABLE I.—PHYSIOLOGIC EFFECTS OF THE 
NERVES OF THE URINARY BLADDER ON THE 
INDIVIDUAL MUSCLE GROUPS (DETRUSOR, 
INTERNAL, AND EXTERNAL SPHINCTER MUS- 
CLES) 


detrusor vesicae + 
Pelvic nerve ¢ 


sphincter int. vesicae — 
detrusor vesicae — 
Hypogastric nerves < 
\ sphincter int. vesicae + 
Pudendal nerve — sphincter ext. vesicae + and — 
+stimulates 
— inhibits 
TABLE II.—EFFECTS OF IRRITATIONS AND LE- 
SIONS OF THE INDIVIDUAL NERVES OF THE 
URINARY BLADDER ON THE TWO MUSCLE 
GROUPS (DETRUSOR AND SPHINCTER INT. 
AND EXT. VESICAE 


detrusor——constriction 
irritation < ; 
- sphincter int.——relaxation 


Pelvic nerves * # detrusor——relaxation 
lesion 


* sphincter int.——closure 
(retention 
of urine) 


detrusor——-—relaxation _ 
(increased capacity) 


irritation ™ sphincter int.—increased closure 


H tri rare urination 
ypogastric : ine 
— é onstriction 
nerves detrusor—increased c 
lesion 


sphincter int.—no significant, 
change in function 
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Plexus aorticus 


Plexus hypogastr. sup. 


Plexus hypogastr. int. 


Plexus vesicalis 


Plexus intramuralis 


Hirnzentren 


BE \\\\\ 


obere Lumbalsegmente 





Be ARAMA A Cee 


symp. Lumbalganglien 





untere Sacralsegmente 
Nervi pelvici 





intramur. 
Cretermuskulatur 


Fig. 2 (Ruland). Schematic presentation of the innervation of the urinary bladder. 


, en ext.—— opening 
a 


Pudend 
nerves 
lesion——sphincter ext.——enforced 
closure 
All nerves ) { Same effect as pelvic lesion, 
of urinary } lesion 4 later autoregulation or 
bladder J “autonomic bladder.” 


Clinical observations of the functionally disturbed 
urinary bladder indicate that most frequently there 
is some irritation of the sympathetic nervous 
system. In functional disturbances there will be 
dilatations and atony of the wall of the urinary 
bladder with infrequent urination. An attempt will 
be made to demonstrate the neuromorphologic 
substrate of the sympathetic nervous system in 
these types of bladder dystonia including megacyst. 

The neurohistologic technique employed is de- 
scribed in detail. Following a review of the litera- 
ture pertaining to the neurohistologic findings in the 
intramural nerve apparatus of the bladder in ani- 
mals, a study of specimens of normal human blad- 
ders showed that in the wall of the bladder, especial- 
ly in the smooth musculature, there were gross nerve 
elements branching out to the preterminal plexus 
and finally to the terminal reticulum. These nerve 
elements showed characteristic features, the so- 
called “varicosities.” The demonstrated nerve 
elements (nerve bundles, nerve fibers, preterminal 
plexus, and terminal reticulum) enter into the closest 
syncytial connections with the cellular tissue forma- 
tions of the musculature, the vascular system, and 
the connective tissue of the wall of the bladder, and, 


in particular, the nerve terminal reticulum forms a 
fine fibrillary network about the smooth muscle cells. 
This network is in continuous association with the 
large central nerve fibers. In the region of the 
terminal reticulum two types of peculiar cells are 
found: the first type is best comparable to the small 
ganglion cells described by Stoehr, Jr., and the sec- 
ond type is identical with the ‘‘nh-cells” described 
by Sunder-Plassmann. EpitH SCHANCHE MOORE 


Reconstruction of the Vesical Neck Destroyed by 
a Gunshot Wound (Reconstruction du col vésica] 
détruit par une blessure par balle). Fine: Torres 
Leon. J. Urol. Med., Par., 1951, §7: 817. 


A 28 year old man was received on the urologic 
service from the traumatic service where he had 
been treated for a gunshot wound. The bullet had 
penetrated the left thigh, traversing the rectal 
ampulla, the posterior urethra, and splintering the 
symphysis pubis. The rectal fistula was successfully 
closed on the traumatic service, but the sutures 
used to close the bladder did not hold. When the 
patient was transferred to the urologic service, the 
entire suprapubic region was infected, and, in spite 
of a de Pezzer drainage tube there were multiple 
urinary fistulas. One of the fistulas was near the 
knee and urine drained from it. 

The de Pezzer catheter was changed to a Marion 
tube, and constant bladder suction with the use of 
the Stedman pump was applied. With this type of 
drainage the patient’s general condition improved. 
The temperature elevation subsided and the infection 
was controlled. 
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The first operative procedure on the urologic serv- 
ice was to eliminate the fistulas that involved the 
suprapubic region and the bladder. On opening the 
bladder it was discovered that the anterior surface 
was lacerated and spicules of splintered bone pro- 
truded into the interior of the vesicle. Many of 
these bone fragments were covered by calcium salts. 
The author chose to section the urethra and close 
the bladder neck. He left a drain in the bladder and 
several drains in the space of Retzius. One month 
after this operation the patient’s general condition 
had markedly improved, and it was decided to re- 
establish the urethral canal by means of a technique 
which Leon called “guided divulsion.”” This tech- 
nique consisted in opening the urethra by means of a 
sound guided through the patent part of the urethra 
and by the index finger in the bladder. In this man- 
ner the sound was passed into the bladder approxi- 
mately at the level of the old vesical neck. When the 
tip of the sound had been introduced into the blad- 
der in this fashion and under direct vision, a filiform 
was attached to the tip of the sound by a silk thread. 
When the filiform appeared at the penile meatus on 
withdrawal of the sound, a Foley catheter was at- 
tached to it and in this way the catheter was brought 
back through the urethra. The incision into the 


bladder was closed. The balloon catheter was in- 
flated and the catheter was left in place for 1 month. 
On its removal periodic dilatations were started. At 
first the patient was totally incontinent, but with the 
effect produced by the dilatation he was able to re- 
tain his urine in a few days. 

In about a year the patient again became incon- 


tinent. It was thought that a spicule of necrotic 
bone from the shattered pubis had again torn the 
bladder. A scout film of the bladder region and a 
cystogram showed displacement of the bladder neck 
toward the prostate. The base of the bladder con- 
tained calculi. 

The ninth and tenth surgical procedures in this 
patient consisted in surgical investigation of the 
bladder and reconstruction of the bladder neck for 
a second time. A Pfannenstiel incision was made 
and the recti muscles were separated. The exposure 
of the bladder was quite difficult because of the many 
previous surgical procedures. On exploration of the 
bladder neck it was discovered that spicules of bone 
from the shattered symphysis pubis had penetrated 
the bladder, and these sequestra were covered with 
calcifications. The periosteum of the pubis had also 
been involved. It was thought that the vesical neck 
had become involved in sclerosis and scar tissue 
formation so that the sphincter could no longer func- 
tion properly. Because of the sclerosis involving the 
vesical neck, the author decided to establish a new 
bladder outlet in normal tissue. By a retropubic 
approach he was able to free the vesicle margin from 
the symphysis to which it was bound by dense scar 
tissue. The urethra was severed and the vesical end 
was closed by a suture. The same technique used in 
the preceding operation was carried out. After the 
new urethra had been established, a balloon catheter 
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was again used for drainage. The bladder was then 
closed with drainage in the space of Retzius. Follow- 
ing removal of the catheter, the patient was totally 
incontinent. 

Following a course of urethral dilatation and 
bladder exercises, the patient finally had urinary 
continence 4 months after operation. : 

Conrap A. KuEHN, M.D. 


Contribution to the Treatment of Incrusting Cysti- 
tis Following Operations on the Neck of the 
Bladder (Beitrag zur Behandlung der inkrustieren- 
den Cystitis nach Operationen am _ Blasenhals), 
Hartwic Eurincer. Zschr. Urol., 1952, 45: 234. 


The author reports 3 cases of incrusting cystitis in 
patients in whom the condition was cured by a com- 
bination of mechanical removal of the deposits and 
the administration of antibiotics. Two of these pa- 
tients underwent prostatectomy for carcinoma, and 
one for adenoma. 

In the first instance, the administration of supro- 
nal and streptomycin failed to bring relief, although 
the bacteria found (coli bacilli and proteus) were 
sensitive to both. The incrustations were then re- 
moved by curettement with an electroresection in- 
strument. Following curettage, 1 gm. of strepto- 
mycin was given daily for 7 days. At this time the 
bladder was clear, urination was normal, and residual 
urine amounted to only toc.c. Four weeks later the 
urine was sterile, weakly alkaline, with a trace of 
albumin, and a few fresh erythrocytes. 

In the second instance bladder irrigations caused 
a disappearance of the incrustations; these, however, 
soon recurred. The bladder washings were then re- 
peated and accompanied by streptomycin in doses 
of 1 gm. daily for 7 days. Here again all symptoms 
cleared up and 8 weeks later there was no residual 
urine, the bladder capacity was found to be 200 c.c., 
and cystoscopy disclosed the total absence of in- 
crustations. 

In the third instance bacteriology disclosed again 
the presence of Bacillus coli and the Bacillus proteus. 
These were sensitive to none of the common chemo- 
therapeutic and biotherapeutic agents except terra- 
mycin. 

Following removal of the incrustations by curet- 
tage with the electroresection instrument, and the 
administration of a total of 8 gm. of terramycin, the 
patient became free of symptoms. Since then the 
patient has remained free of incrustations and has 
had no urinary symptoms, although there are still 
traces of albumin and a few leucocytes in the sedi- 
ment. At the time of the author’s report, culture 
still demonstrated occasional colonies of the Bacillus 
coli. 

The author believes that there is no specific bac- 
terium constituting the causal agent of incrusting 
cystitis, and that the proper treatment is a combi- 
nation of the methods usually employed for cystitis, 
including drug therapy with a preparation to which 
the organisms present are known to be sensitive. 

Joun W. Brennan, M.D. 





GENITOURINARY SURGERY 


Diverticular Stone of the Urinary Bladder; A Giant 
Diverticular Stone (Die Blasendivertikelsteine; ein 
Riesendivertikelstein). L. Prau. Zschr. Urol., 1952, 
45: 200. 

A diverticular calculus, which seems to be the 
largest so far reported (610 gm.), developed in a 49 
vear old male who, from childhood, had suffered from 
a weak bladder and at times had to urinate a num- 
ber of times a day, and frequently a couple of times 
at night. When 41 years of age, the patient began 
to have lumbagolike pains, and there was frequently 
sand in the urine. Of late, the ischial pains were 
much worse and the bladder inflammation was much 
more severe. The patient was practically confined 
to bed. The moment he would get up or walk about, 
the pains would start and frequency of urination 
would recur. His appetite had become poor and he 
felt weak. He had lost weight and frequently there 
was blood in the urine. He was especially concerned 
over his bowel movements of late; they had become 
slender—like a lead pencil—and the bowel move- 
ments had become irregular. 

The exploratory roentgenogram disclosed a cal- 
careous shadow of roundish form, almost as large as 
a child’s head. The easily recognized concentric 
rings (visible on the original film) suggested the 
diagnosis of stone. The cystoscope disclosed a small 
bladder (80 c.c. capacity) with diffuse reddish color 
of the whole mucosa. On the right wall of the blad- 
der could be seen a small stone, hardly cherry-sized, 
connected by a relatively broad peduncle with the 
larger stone in the diverticulum. The right ureteral 
aperture was at the midline, at the point of transi- 
tion from the floor to the cupula of the bladder. 
With intravenous pyelography, the two ureters gave 
no evidence—mirabile dictu!—of abnormality; both 
discharged the dye in normal time and sequence. 

The stone was removed through the usual supra- 
pubic bladder incision; however, the diverticulum 
could not be entirely removed during this sitting and 
reoperation, later, will be necessary. The lumbago- 
like pains and the stool troubles promptly disap- 
peared; the urinary disturbances, however, are still 
not entirely cleared up. 

When sawed in two, the calculus was found to con- 
sist of concentric rings of different thicknesses, as 
though representing periods of worsening and of 
betterment of the urinary inflammatory condition. 
There was a tiny cavity at the very center, probably 
originally occupied by some crystal about which the 
stone originally began to form. 

The stone filled the diverticulum rather snugly, 
but seemed not to have been able to dilate the 
diverticulum and enlarge further. Perhaps this fact 
is explained in part by the difficulty of the infected 
urine (carrying the stone-forming ingredients) in 
gaining admittance around the stone itself. This 
probably also explains why the stones of the 
diverticulum of the bladder do not attain to as 
enormous a size as do the stones of the bladder itself. 
_ It is thought possible that the diverticulum in this 
instance was congenital and that the stone had been 
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forming almost from infancy. Thus the case may 
have some bearing on the question of determining 
the age of these diverticuli. 

Joun W. BRENNAN, M.D. 


The Choice of Method in the Treatment of Tumors 
of the Urinary Bladder (Izbor metode u letenju 
tumora mokraéne beSike). S. PetKovié. Acta chir., 
Zagreb, 1951, 4: 434. 

The author reviews 200 cases of bladder tumor 
which were seen at the urologic clinic of the Medical 
Faculty of Belgrade, Jugoslavia, during the past 4 
years. This material has undergone constant clinical 
and cystoscopic control up to the present time. The 
author’s opinions with reference to the choice of 
treatment are based upon this series of well studied 
cases and upon a review of such of the modern med- 
ical literature as has been available to him. 

In this material electrofulguration (EKT) was 
done by means of operative cystoscopy in 82 of the 
85 cases in which it was theoretically indicated; in 
the 6 instances in which the transvesical route for 
electrofulguration seemed indicated, the operation 
was successfully carried out; partial resection of the 
urinary bladder was done in 7 of the 13 patients in 
whom it was theoretically indicated; the remaining 6 
patients refused the operation. Finally, total cystec- 
tomy was done in 19 of the 46 instances in which it 
was indicated. The fact that a large number of the 
patients refused the operation can be understood 
from the invalidism which it tends to produce. 

This large number of patients in whom total cys- 
tectomy was indicated (23 per cent of the total ma- 
terial) should in the author’s opinion give food for 
thought. In addition there were 42 inoperable pa- 
tients. In this material total cystectomy was not 
undertaken lightly; the mortality is high and the 
prognosis does not depend solely upon the tumor 
recurrence but also upon the details of the operation 
itself (ureterocolostomy). The seriousness of the 
operation itself largely affects the prognosis, despite 
the progress made in this direction during the past 
few years, and the surgeon’s hesitancy is increased 
by consideration of the large contingent of patients 
of advanced age, in whom the question of end-results 
is not so imminent and palliative methods are so apt 
to be sufficient. This last consideration is more per- 
tinent in this connection when one considers the 
slow evolution of the usual papillary carcinoma of 
the urinary bladder. There is no doubt, however, 
that the end results obtained in the 19 patients of 
this material, on whom total cystectomy was done, 
are better than could be expected with any other 
method. 

The radiotherapies (roentgen, radium, contact- 
roentgen, or plesioroentgen therapy) have had little 
application up to the present time in this material. 
Whether contact therapy will improve the results in 
this field is yet to be ascertained. 

On the whole, the operator should be guided in his 
choice of treatment by all the factors (type and posi- 
tion of the tumor, age, and general condition of the 
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patient) determined at examination. However, once 
the factors concerned have been duly considered, the 
final determination should be made with courage; no 
time should be lost which might permit the tumor to 
become inoperable. Of course, there may be no harm 
in some temporizing with the pediculated papillary 
tumors, although these also have frequently already 
undergone malignant degeneration; however, there 
should be no temporizing in those instances in which 
infiltration of the vesical wall is suspected. Of course, 
EKT has at times cured vesical processes which have 
been proved histologically to be malignant; however, 
when satisfactory end results are desired, it is be- 
lieved that the most radical method should be re- 
sorted to without hesitation. 
Joun W. BRENNAN, M.D. 


With Reference to the Disappearance of Some 
Bladder Tumors Following Supravesicular 
Derivation of the Urine (Intorno alla scomparsa 
di alcuni tumori vescicali in seguito alla derivazione 
soupravescicale dell’urina). FRANCO DE GIRONCOLI. 
Urologia, Treviso, 1952, 19: I. 

Ten instances of this inexplicable behavior of 
bladder tumors, some of which were diagnosed histo- 
logically as true malignant carcinomas, have been 
collected by the author from the literature. To this 
group of cases the author adds 3 case histories from 
his own personal material. 

The first instance reported from the author’s per- 
sonal experience was that of a 51 year old farmer 
who somewhat less than a year previously had un- 
dergone a partial resection of the bladder for a papil- 
lary tumor in the region of the aperture of the right 
ureter. At this time the histological diagnosis was 
papilliferous carcinoma. Ureterosigmoidostomy was 
done on the right side, following cystoscopic diagno- 
sis of local recurrence of the neoplasm. A month 
later the operation was repeated on the left side, and 
2 weeks later a panprostatovesiculocystectomy was 
carried out. The excised bladder exhibited only a 
somewhat reddened mucosa at the site of the previ- 
ously observed neoplasm. Histologically there was 
no trace of malignancy. 

The second instance was that of a 64 year old man. 
The histologic diagnosis of the specimen removed 
with the operating cystoscope was papillary carci- 
noma in the form of a mammillated neoformation 
partially encircling the neck of the bladder. Follow- 
ing the operation of derivation on the left ureter, the 
hematuria and weakened condition of the patient 
improved at once, so that it was only some months 
later that he could be persuaded to continue with the 
surgery. Here again, after the right ureter was im- 
planted into the sigmoid and the bladder was re- 
moved, macroscopic examination of the removed 
organ disclosed only a single papillomatous forma- 
tion which suggested the histologic diagnosis of benign 
papilloma. 

The third instance was that of a 72 year old male 
in an emaciated and weakened condition with em- 
physema and asthmatic attacks. Cystoscopic exam- 
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ination disclosed a hazelnut-sized villous tumor in 
the region of the bladder mouth. The Papanicolaou 
test by staining the cellular sediment was positive 
for cells of a carcinomatous character. This tumor 
was treated by electrocoagulation. Six months later 
the hematuria recurred and was accompanied by 
severe dysuria; the cystoscope revealed a huge cauli- 
flower mass, filling almost the entire half of the right 
side of the bladder. Four months later the right 
ureter was implanted into the sigmoid and 2 months 
later the operation was repeated on the left ureter, 
Following the simple derivation procedure the tenes- 
mus was much improved. The patient complained 
of a sanguinopurulent discharge from the bladder 
and two small stones were removed with the litho- 
trite. The secretions then dried up and cystoscopic 
examination about 2 months later disclosed a blad- 
der which appeared to be perfectly normal. There 
was no trace of the previously observed tumor. 
There remained only a moderate, diffuse reddening 
of the mucosa over the area previously exhibiting the 
neoplastic mass. 

The author admits, of course, that he does not 
know how this could happen and be reconciled with 
the usual conception of the nature and behavior of 
malignant tumors. In order to explain these happen- 
ings it would seem necessary to assume the possibil- 
ity of a partial or reversible malignancy. The 
morphology of the cancer cell is not the sole criterion 
of its nature, that is, as to whether it is capable of 
spontaneous regression or must develop inexorably 
in the direction of malignancy. It would seem that 
the malignant transformation of a cell, or tissue, is a 
continuing affair and up to a certain point reversible. 
Thus, the author thinks that the operation of urinary 
derivation relieves the bladder of what carcinogenic 
noxa may be carried by the urine stream itself, or 
that the rest given the bladder walls may even have 
some ameliorative affect in those instances in which 
the vector might be the blood stream. 

What the carcinogenic factor might be is, again, 
unknown; however, the evident influence of the sex 
hormones on the tumors of the bladder would sug- 
gest that the factor might be of a hormonal nature. 
In the aniline tumors the carcinogenic factor is, of 
course, suspected. It is true that the tumors of the 
bladder in workers with aniline dyes are not known 
to be reversible; however, their apparent irreversi- 
bility might be explained by the fact that they are 
seldom discovered in their incipient states. The 
author believes that the process is reversible, at most, 
only while the developing malignancy is confined to 
the mucosa, or perhaps to the submucosa, and at 
most involves only the superficial layers of the 
muscularis. 

The obvious therapeutic application of these find- 
ings would suggest an attempt to find a method of 
urinary derivation from the bladder which would not 
be too mutilating and which could be effectively ap- 
plied for a long enough period to test the possibility 
of spontaneous regression of the tumor. 

Joun W. Brennan, M.D. 
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Primary Carcinoma of the Male Urethra (Carci- 
nome primitivo dell’uretra maschile). E. Lino. 
Arch. ital. urol., 1952, 25: 192. 

A 51 year old man, son of a diabetic mother, con- 
tracted syphilis during army service when 18 years 
of age. He was supposed to have been cured and 
married at the age of 24 years. Of the 2 sons born 
of this marriage, the elder died at the age of 2 from 
syphilis. At 35 years of age the patient developed 
symptoms of tabes with disturbances of character 
and memory, for which he received malarial treat- 
ment with apparently complete success. However, 
he was impotent thereafter and lived separated from 
his wife. At 50 years of age he noted difficulty with 
urination and later a mucopurulent secretion from 
the meatus and a hard lump in the glans penis. 

The patient sought antisyphilitic therapy and 
during this period his general well-being increased, 
but the dysuria continued and a granular, fetid mass 
developed which protruded from the meatus. The 
penis became swollen and painful. Despite the fail- 
ure of local therapy the tests for syphilis became 
negative and the diagnosis was changed from that 
of stricture to that of tumor. 

At operation the shaft of the penis was amputated 
well back from the glans. The tumor was disclosed 
just slightly deeper than the glans in the urethra. 
At this position the urethra itself seemed dilated, 
with infiltration of the neighboring tissues. 

Histologic examination disclosed nests of cellular 
elements, irregularly delimited by tracts of collage- 
nous connective tissue. The nests were of various 
sizes, composed of epithelial cells, and situated in 
places evidently in the process of necrosis. The 
points of departure of the neoplastic invasion in 
depth could be observed here and there in the midst 
of a normal]-appearing mucosa. At other points there 
were nests of lymphocytic infiltration, and above 
these areas the epithelium tended to assume the 
characteristics of a leucoplasia. With higher magni- 
fication the epithelial cells, predominantly cuboidal 
and cylindrical, were observed to be of irregular sizes 
and conformations. Some of these epithelial cells 
had very little protoplasm, deeply staining nuclei, 
while others exhibited abundant, pale-staining pro- 
toplasm and large pallid nuclei. 

The author refrains from agreeing or disagreeing 
with all the theories on the origin of cancer in gen- 
eral, and of this cancer in particular, merely stating 
that they are mere hypotheses, despite the vast lit- 
erature and the amount of clinical and experimental 
work done in the effort to establish them. Never- 
theless, he seems to agree with Latteri and, later, 
Fernandez in the postulation of a certain interrela- 
tionship between the lymphocytically invaded sub- 
mucosa and the development of Jeucoplasia in the 
overlying mucosa. 

_The author concludes with the statement that the 
discussion in this report of etiologic theories is in- 
tended merely to show that there is still much work 
to be done in this field of endeavor. Aside from this 
purpose he wishes to report a rare type of carcinoma 


and to emphasize the need of early diagnosis for the 
purpose of early surgical intervention. 
Joun W. Brennan, M.D. 


GENITAL ORGANS 


Abortive Treatment of Prostatic Hypertrophy 
(Abortivbehandlung der Prostatahypertrophie). Git. 
VERNET. Zschr. Urol., 1952, 45: 30. 


The rarity of prostatic hypertrophy in sufferers 
from chronic gonorrhea and other such conditions 
which damage the prostatic portion of the urethra 
(the portion which is the point of origin of the so- 
called hypertrophy of the prostate) has long inter- 
ested the students working in this field. The tenden- 
cy, here appearing, of mutual exclusion of the two 
processes—that of damage to the mucosa and sub- 
mucosa of the prostatic urethra, and the develop- 
ment of prostatic hypertrophy—has led the author 
to an intense study of the pathologic anatomy of the 
benign newgrowths of the neck of the bladder with 
the thought of the possibility of developing some 
form of prophylactic treatment for these adeno- 
matous developments. 

The initiating process in these patients has been 
found to consist of a histiocytic infiltration of the 
submucosa of the supramontanal portion of the 
urethra. This histiocytic process invades the longi- 
tudinal muscle bundles, coming from the bladder 
neck and entering the prostate at about the position 
of the third lobe. Thus it is these muscle bundles 
which have the responsibility for the opening of the 
mouth of the bladder and permitting the passage of 
the urine from the bladder into the urethra. The 
lateral lobes do not interfere with urination until 
they are large enough to produce a mechanical 
blockage of the urethral lumen, so this early infiltra- 
tive process is regarded as causing not only the early 
symptoms of prostatism, but also is thought to be 
the source from which the full process of enlargement 
of the prostate develops. In fact, in the very early 
cases in which there is marked prostatism without 
any detectable enlargement of the prostate gland 
itself there will usually be observable, with the 
urethroscope, a slight lengthening of the supramon- 
tanal portion of the prostatic urethra, and way back 
near the bladder mouth there will be detected a 
thickening of the posterior wall of the urethra which 
juts up in convex fashion, as distinguished from the 
usual concave lip of the normal mouth of the bladder. 

With the thought of heading off the development 
of a prostatic adenoma, the author has been going 
in with an operative urethroscope in these early 
cases of prostatism (nocturnal pollakiuria without, 
or with minimal, residual urine; retarded and pro- 
longed act of urination; loss in force of the urinary 
jet), and practicing electrocoagulation of the pos- 
terior and lateral walls of the supramontanal portion 
of the urethra, taking care not to injure the veru- 
montanum itself. This last is easy to do as the char- 
acteristic changes involve mainly the upper half or 
two-thirds of the supramontanal urethra. 
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As far as the immediate results of this procedure 
are concerned, the author is able to report the dis- 
appearance, or diminution of the nocturnal frequen- 
cy of urination. So far as concerns the ultimate re- 
sults (especially with reference to any prophylactic 
influence on the development of prostatic enlarge- 
ment itself), because of the recent initiation of this 
operative work, nothing can at present be said. 

Joun W. BRENNAN, M.D. 


Pathologoanatomic Studies on the Tumorlike Dis- 
eases of the Prostate, with Particular Reference 
to Carcinoma (Pathologisch-anatomische Unter- 
suchungen ueber Geschwulstartige Erkrankungen 
der Prostata, insbesondere ueber das Karzinom). 
WALTHER HorstMANN. Zschr. Urol., 1950, 45: 50. 


Among 10,030 autopsies on men over 30 years of 
age who had died during the past 10 years at St. 
George’s Hospital, in Hamburg, Germany, 255 dis- 
closed the presence of malignant tumor of the pros- 
tate (254 carcinomas, 1 sarcoma). This number 
constituted 2.5 per cent of all males autopsied, who 
were over 40 years of age, and 1.2 per cent of all 
males autopsied (roughly 22,000 cases). The 254 
malignant tumors comprised 169 which were the 
cause of death, and 85 tumors accidentally uncovered 
in the minute examination of the prostate of all 
autopsied males over 30 years of age, which was 
being carried on during this period. The examina- 
tion consisted in the careful palpation of the organ, 
with repeated incisions when indicated, and when 
anything suggested tumor the organ was sectioned 
and studied by serial microscopy. 

In addition, this gross material was statistically 
evaluated for prostatic deaths in general. Here it 
was found that 5.1 per cent of all males over 30 
years of age died of prostatic disease; this com- 
prised 6.1 per cent of all males over 50 years of age. 

Of the 169 patients who died of their prostatic 
carcinoma, the cause of death was tumor cachexia in 
gs and uremia or urosepsis in 61; of the remaining 13 
patients, 7 died as a result of the operation, 4 died of 
other causes (embolism, etc.), and 2 died of peritoni- 
tis from perforation of an indwelling catheter. 

In 168 instances the carcinoma was found in con- 
junction with a seeming completely normal prostate; 
in 86 instances the carcinoma was associated with a 
hypertrophied prostate. This finding helps to dis- 
pose of the assertion of Albaran, that carcinoma of 
the prostate takes origin as a malignant degeneration 
of a prostatic adenoma. 

Forty-three per cent of the deaths from carcinoma 
were so recognized clinically; in 36 per cent the diag- 
nosis was hypertrophy and in 21 per cent the condi- 
tion was not recognized clinically. This is partly 
explained by the fact that the primary tumor was at 
times very small—extensive metastasis being the 
cause of death. Thus, in 3 instances a pea-sized car- 
cinoma in the prostate served as the point of de- 
parture of an extensive skeletal carcinosis, the pri- 
mary nodule being uncovered only with the histo- 
logic examination of the organ. 

















































INTERNATIONAL ABSTRACTS OF SURGERY 


In 6 instances there was a recurrence of the malig- 
nant process following the removal of a prostate 
which neither clinically nor anatomically was recog- 
nized as being cancerous. The original prostatec- 
tomy had taken place from 7 months to 15 years 
prior to the recurrence; in 4 of these patients the 
recurrence was the cause of death; however, in only 
I case was the diagnosis established before death. 
On the other hand, there was no recurrence in 75 
patients with early prostatic cancer which was found 
histologically in the removed organ. 

In the material of 254 carcinomas, the so-called 
xanthomatous cancer was encountered 4 times. In 
one remarkable instance the fatty changes involved 
only the noncarcinomatous cells of the prostate. 

In this autopsy material, prostatic hypertrophy 
was present in 41 per cent. Of the 309 deaths as a 
result of hypertrophy of the prostate, 117 were 
caused by urosepsis or ascending infection of the 
urinary tract, and 81 were the result of uremia; the 
remaining deaths resulted from the operation. 

Joun W. BRENNAN, M.D. 


The Formation of Cancer (Cancerization) in the 
Prostatic Fossa after Prostatectomy (La can- 
cérisation de la loge prostatique aprés prostatec- 
tomie). E. CHAUVIN. J. urol méd., Par., 1951, 57: 772. 


The author calls attention to the fact that recur- 
rences of the symptoms of prostatism months or 
even years after prostatic surgery may be due to the 
formation of a cancer in the prostatic loge. With the 
appearance of progressive dysuria after a successful 
prostatic operation, rectal examination may reveal 
an enlargement or recurrence of a mass in the pros- 
tatic region. The mass may be woody, irregular in 
form and consistency, and sometimes nodular. From 
this examination one is quite readily able to make a 
diagnosis of cancer in the prostatic fossa following 
prostatectomy. 

Chauvin has collected and studied 12 cases of 
cancerization of the prostatic loge following pros- 
tatectomy. He does not think this neoplastic 
proliferation is a simple “recidive” in situ of a pros- 
tatic cancer previously existent and unrecognized, in 
a partially or incompletely extirpated prostatic en- 
largement by simple enucleation, but rather, the 
tumor continues its evolution from the prostatic 
loge much the same as a cancer of the uterus spreads 
from the perimeter following a Wertheim operation. 

Usually, the symptoms that appear following suc- 
cessful prostatic surgery are scalding urine, an 
embarrassing polyuria and extreme dysuria. At 
times the suprapubic incision fails to heal or reopens 
after closure. These symptoms may appear as early 
as 2 months or as late as (in one case) 7% years 
following surgery. In another case the diagnosis of 
cancer of the prostate was made 9g years after a 
prostatectomy. 

When the neoplasm manifests itself clinically, the 
signs of vesical infection may obscure the symptoms 
associated with chronic urinary retention. These 
patients with vesical infection have the classic 








ere 


he 


the 
an- 
rec- 
172. 
‘ur- 

or 
the 
the 
sful 
real 
rOS- 
- in 
rom 
cea 
ying 


; of 
TOS- 
stic 
rOs- 
1, in 
en- 
the 
atic 
eads 
tion. 
suc- 
, an 

At 
pens 
arly 
years 
sis of 
era 


, the 
toms 
[hese 
lassic 








symptoms of polyuria and dysuria, both during the 
day and night. When infection does not complicate 
the clinical picture, there is a history of rapidly 
progressive prostatism. The chronic urinary reten- 
tion becomes progressive until retention of urine 
becomes complete. 

A sign of particular importance is pain on micturi- 
tion without relationship to the distention of the 
bladder, pain in the retropubic region radiating to 
the lumbar region, and sometimes pain that is re- 
ferred to the inferior extremity, either unilaterally 
or bilaterally. 

When hematuria accompanies pyuria, it is of 
particular clinical significance. The urine, however, 
may be quite clear and it is only on microscopic ex- 
amination that the cells are found. Catheterization 
may be readily done or the prostatic urethra may be 
badly strictured and catheterization thus becomes 
quite difficult. Catheterization also permits the 
examiner to determine the amount of residual urine. 
All of these clinical symptoms suggest a rectal 
examination that establishes the diagnosis of pros- 
tatic cancer. 

The cancer may manifest itself as two or three 
small nodules in the prostatic region that otherwise 
seems normal. The neoplasm, however, may be dif- 
fuse, involving the entire prostatic loge, filling the 
entire area with undefined margins extending beyond 
the usual confines of the prostatic gland. 

It would appear to the author that cancerization 
of the prostatic loge after prostatectomy may have 
one of three origins: 

1. Evolution, more or less accelerated, of a malig- 
nant prostatic tumor unrecognized at operation and 
incompletely removed by simple enucleation. This 
condition was found in 7 of the author’s 12 cases. 

2. Primary development of a cancer of the glandu- 
lar parenchyma remaining after enucleation of a 
true adenoma. This situation was present in 4 of 
the 12 reported cases. 

3. Malignant degeneration developing into a ma- 
lignant neoplasm in the surgical cicatrix at the 
bladder neck. 

The estrogens have the same effect upon these 
secondary cancers as they do upon the primary 
tumors, and the author has used this means of 
treatment in the reported cases. 

The use of x-ray therapy may provide some 
relief for these patients who do not get relief from 
medical therapy. Transurethral prostatic resection 
can be used to re-establish micturition in those 
patients with urinary retention. 

Conrap A. KuEnn, M.D. 


Histologic Findings in the Testicles After Estrogen 
Treatment for Prostatic Carcinoma (Histolo- 
gische Befunde am menschlichen Hoden nach Hor- 
monbehandlung des Prostatacarcinoms). WOLFGANG 
ScuuEtz. Langenbecks Arch. u. Deut. Zschr. Chir., 
1952, 271: 65. 


_The literature reveals no consistency in the 
histological changes of the testicles introduced by 
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estrogen treatment of carcinoma of the prostate; 
also, there is great variability of the microscopic 
findings in the testicles of patients with prostatic 
cancer who have not received hormones. Several 
authors stress the difficulty one encounters when 
trying to arrive at conclusions regarding the number 
of interstitial cells. Special counting methods have 
been described but have not satisfactorily answered 
the questions. 

Schuetz examined the testicles of 22 patients with 
carcinoma of the prostate who had received estrogen 
for a variable period, and compares the findings with 
those in 18 patients who had undergone orchectomy 
without hormonal treatment. The ages of the pa- 
tients in these two groups correspond and vary 
from 40 to go years. Characteristic changes resulted 
from estrogen treatment. The changes parallel the 
length and intensity of treatment. 

Short treatment is followed by edema of the 
interstitial tissue. There is cessation of spermato- 
genesis. The remaining spermatozoa and spermato- 
gonia become vacuolated, their cellular membranes 
indistinct. Marked sudanophilia of the germinal 
epithelial cells and of the interstitial tissue follows. 
Disintegration of the remaining spermatozoa is the 
next development. Frequently free nuclei and 
protoplasmic threads are found in the lumina. The 
longer treatment is continued, the younger are the 
spermatogenic cells affected until finally only Ser- 
toli cells remain. Simultaneously there is marked 
thickening of the membrana propria and an increase 
of the elastic tissue; also, the lumina begin to shrink 
as is indicated by a serration of their lining. The in- 
terstitium increases but no increase in the number of 
Leydig cells has been observed. Only twice have 
these cells been found to be increased, while this 
change was present three times in the control group. 
The final stage in the development is a typical 
fibrosis testis, with few lumina seen, and loss of all 
epithelial lining cells. Concomitantly a higher in- 
cidence of arteriosclerotic changes in the treated 
testes was apparent. Occasionally giant cells were 
observed. One patient discontinued the hormone 
treatment and when he later came for orchectomy, 
the germinal epithelium was found to have regen- 
erated to such an extent that there was no histologi- 
cal evidence of estrogen treatment. 

One can argue that normally similar changes occur 
beyond the age of 50. However, the author stresses 
that these degenerative changes normally occur 
only focally. Other parts of the testicular paren- 
chyma show well preserved spermatogenesis even in 
patients of high ages. The changes induced by 
estrogen, on the other hand, are uniform throughout 
the entire testicle. Several photomicrographs illus- 
trate the findings. Kurt BenirscukeE, M.D. 


Total Prostatectomy for Cancer (Prostatectomie 
totale pour cancer). R. Dents. J. Urol. Med., Par., 
1951, 57: 784. 

The results obtained by the various methods of 
treatment of cancer of the prostate are so variable 


















Fig. 1 (R. Denis). a, Torsion (en bloc) of the prostate 


in order to pedunculate the urethra. b, The conservation 
of 1 cm. of urethra beyond the apex of the prostate. c, The 
Millin technique. The prostatic urethra is severed at the 
apex of the prostate. 


that a search should be made for a method of treat- 
ment that is more satisfactory than the use of the 
estrogens and the physical agents. 

The author quotes the work of Arnheim to show 
the lymphatic glands involved in prostatic cancer to 
be, first the preaortic group, next the iliac, and then 
the tracheobronchial glands. If this is the method 
of lymphatic involvement, it could be assumed that 
the metastases of prostatic cancer can also be by 
way of the venous channels. Arnheim also found 
that 22 per cent of roo patients that died of prostatic 
cancer did not have metastases. Surgical removal of 
the prostate gland is indicated in at least 22 per cent 
of the cases, as well as in those early cases before 
metastasis has taken place. The author states that 
the arguments against radical prostatic surgery, be- 
fore lymphatic extension has occurred, do not seem 
justified. He also feels that many other prostatic 
cancers that are considered inoperable are in reality 
readily amenable to radical prostatic surgery. 

The use of estrogenic therapy may diminish the 
size of the gland and thus modify the gland so as to 
make radical prostatectomy possible. The improper 
use of the estrogens also creates a danger to the pa- 
tient in that the reliance is placed upon hormonal 
therapy when surgery is really indicated. 
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The radical operation on the prostate gland for 
cancer can be more often applied by the use of the 
estrogens prior to surgery. It is also suggested by 
Denis that the rectal examination is often mislead- 
ing and operation for the removal of the prostate 
gland can be done in spite of the findings by digital 
examination. 

In reviewing the history of total prostatectomy, 
the author has come to the conclusion that most uro- 
logical surgeons do not perform the classical radical 
perineal prostatectomy because of difficulties asso- 
ciated with the procedure. These urologists, there- 
fore, rely on less extensive and thus less satisfactory 
methods of treatment of prostatic cancer. 

The author proposes the Millin retropubic ap- 
proach for the surgical treatment of prostatic can- 
cer. His main objection to the Millin operation and 
the chief modification of his method is that the ure- 
thra is severed at the apex of the prostate, and in 
this way becomes too short for the proper anastomo- 
sis between the cut end of the urethra and the blad- 
der. In the author’s method, the urethra is dissected 
for 1 cm. from the apex of the prostate, and in this 
manner he is able to conserve a segment or cuff of 
urethra that can be readily anastomosed to the tri- 
gonal margin. 

The usual transverse suprapubic incision is made, 
and the superior surface of the prostate and bladder 
is exposed. Then the incision is made into the blad- 
der so that a cuff of bladder covers the vesical side 
of the prostate. The dissection is carried down on 
each side so that the trigone can be completely sev- 
ered from the inferior surface of the prostate with its 
cuff of bladder tissue that covers the vesical side of 
the prostate. By grasping the prostate from the 
bladder side with an Allis type of clamp, the prostate 
gland can be dissected to its apex. This dissection is 
done with the curved scissors, and upward and side- 
to-side traction along with 90 per cent turning of 
the prostate permits this part of the operation to be 
done. Before the prostate is severed at the apex, the 
urethra is isolated by the use of a sound through the 
urethra, and dissection of the urethra from the pros- 
tate is done in this way. The urethra is severed 1 cm. 
from the apex of the prostate and the external sphinc- 
ter. This procedure is the essential difference be- 
tween the classical Millin technique and the one de- 
vised by the author. The first closing suture is placed 
from the anterior portion of the trigone to the pelvic 
floor. The anterior surface of the bladder is then 
brought to the pelvic floor by a second suture. In 
this way the cut end of the urethra is not put ona 
stretch while completing the anastomosis between 
the bladder and the pelvic floor. In this way, too, 
the sutures do not cut through the urethra and the 
cut end of the urethra can readily be sutured to the 
floor of the trigone. Finally, the bladder is closed 
and a drain is placed in the prevesical space. A cath- 
eter is placed through the urethra and fastened to 
the penis. Great care is maintained in preserving the 
flow of urine through the urethral catheter. Less 
and less drainage comes from the suprapubic drain. 
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Fig. 2 (R. Denis). The first suture used to anastomose 
the trigone to the pelvic floor. 


Finally, all the urine comes through the urethral 
catheter and then the suprapubic drain can be re- 
moved and the abdominal incision will eventually 
close. Frequently, the patient is incontinent follow- 
ing the removal of the urethral catheter, but this in- 
continence decreases and finally the patients are able 
to control the urine. Conrap A. KuEHN, M.D. 


MISCELLANEOUS 


Management of Wounds and Injuries of the 
Genitourinary Tract: A Review of Reported 
Experience in World War II. B. G. CLARKE and 
WyLanp F. LEADBETTER. J. Urol., Balt., 1952, 67: 
719. 

In the immediate treatment of genitourinary 
wounds, the primary objective is the preservation of 
life. If necessary, secondary operative procedures 
may be performed later to re-establish normal func- 
tion and appearance. 

In penetrating wounds of the kidney, the site of 
the wound, the presence of subcutaneous urinary 
extravasation or urinary drainage through the 
wound, and the presence of hematuria aid in estab- 
lishing the presumptive diagnosis. Intravenous pye- 
lography is often helpful if severe shock is not pres- 
ent. Cystoscopy and retrograde pyelography should 
be undertaken only by experienced operators; they 
are of limited usefulness in the field. The majority 
of kidney wounds are associated with wounds of 
other viscera. After shock is combated, exploration 
is indicated if combined wounds of abdominal viscera 
and kidney are suspected. The management of the 
renal wound depends on the type of injury. Neph- 
rectomy is indicated only for continued massive 
hematuria, uncontrollable hemorrhage, or urinary 
extravasation with massive infarction or destruction 
of renal tissue. Even extensive lacerations may be 
treated by suture and repair. In all cases débride- 
ment and foreign body removal are indicated. 

In nonpenetrating wounds of the kidney, the typi- 
cal picture is one of shock, flank pain, hematuria, 





Fig. 3 (R. Denis). The second suture that brings the 
anterior vesical surface to the pelvic floor. 


reflex gastrointestinal disturbances, and often a 
flank mass due to extravasated blood or urine. 
Conservative treatment is possible in most in- 
stances. Exploration is indicated by an increasing 
flank tumor, continued massive hematuria, or uro- 
graphic evidence of severe renal damage. In all in- 
stances, periodic urine examination and intravenous 
pyelograms are necessary after apparent recovery. 

In ureteral injuries, hematuria and urinary drain- 
age from the wound are important signs. Excretory 
and retrograde pyelograms are useful diagnostic 
tools. In general, extraperitoneal urinary extravasa- 
tion from an injured ureter appears to be fairly well 
tolerated. The repair of the defect should be under- 
taken as soon as the patient’s condition permits. 
Occasionally, a ureteral wound will close spontane- 
ously or with only ureteral catheter drainage. In 
general, operative repair is necessary. In wounds of 
the upper ureter, diversion of the urine by nephros- 
tomy or pyelostomy, followed by repair of the defect 
over a splinting catheter or simply insertion of a 
splinting catheter, is indicated. Wounds of the lower 
portion of the ureter may require ureterovesical 
anastomosis. Prolonged postoperative observation 
is also indicated in these cases. 

War wounds of the urinary bladder are commonly 
associated with injury to the lower bowel. The site 
of the wound, urinary drainage, hematuria, prevesi- 
cal pain, vesical tenesmus, and inability to void 
point to a bladder injury. Catheterization with pal- 
pation of the tract of the catheter and observation of 
the return of irrigating fluid are aids in establishing 
the diagnosis. Cystourethrography is valuable. In 
all instances in which extravasation is established or 
suspected, exploration should be carried out. Intra- 
peritoneal exploration may be performed at the 
same time; all intraperitoneal perforations must be 
sutured. Suprapubic drainage is essential in these 
cases. If possible, closure of the bladder may be 
carried out but this is not generally necessary. 

In injury or rupture of the posterior urethra, blood 
may be seen at the meatus. In complete rupture 
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there may be inability to void. External urinary 
drainage or evidence of extravasation into the tissue 
are diagnostic signs. The passage of a catheter aids 
in establishing the diagnosis. The principles of 
treatment are suprapubic diversion of the urinary 
stream, insertion of an indwelling urethral catheter, 
and approximation of damaged tissues. The supra- 
pubic cystostomy must be performed immediately; 
reconstruction of the urinary tract should be carried 
out as soon as possible. Following operation, sus- 
tained observation for possible stricture formation is 
required. 

Hemostasis and débridement with preservation of 
all possible tissue are important in the early treat- 
ment of wounds of the external genitalia. Orchiec- 
tomy should be performed only if the testis is avascu- 
lar. Wounds of the tunica albuginea should be 
sutured at the first operation. 

Joun T. Graynack, M.D. 


The Urinary Aspects of Paraplegia. T. B. S. Dick. 
Brit. J. Urol., 1952, 24: 101. 


The author compares conflicting views on many 
aspects of paraplegic management and also reviews 
some of the fundamental features which influence 
the formulation of any therapeutic program. He 
provides an excellent condensation of pertinent liter- 
ature, but is concerned primarily with 17 paraplegics 
whom he studied at least 31% years after they were 
injured. These cases are analyzed in detail and pro- 
vide the basis for his conclusions. 

There were 3 stages in the rehabilitation of the 
patients: (1) shock and associated injuries, (2) cor- 
rective phase at a spinal injury center, and (3) mo- 
bile phase or wheel chair life. 

All patients had some degree of urinary tract in- 
fection regardless of the type of drainage that was 
employed. Ascending infection was noted with su- 
prapubic cystostomy, even though there had been 
no urethral catheterization prior to operation. 

Rapid assumption of the upright posture with ac- 
tive wheel chair life was the most important factor 
in the control and prevention of ascending infections. 

Suprapubic drainage left much to be desired in 
many cases and the usual practice was to close the 
cystostomy as soon as the individual was ready for 
a wheel chair. 

Urethral catheterization with tidal drainage seemed 
to be the best type of urinary diversion since it per- 
mitted earlier return of reflex bladder activity. A re- 
flex bladder of either the cord or cauda equina type 
was considered a desirable end state except in fe- 
males who had best be given permanent cystostomy. 
Most of the men wore rubber urinals. 

Calculi formed only in bedfast patients. Early bed 
exercises, large fluid intake, and prone nursing proved 
to be the best prophylactic measures. 

Sulfonamides were most helpful in combating in- 
fections. Surgical removal of calculi, when they oc- 
curred, was most satisfactory. Transurethral resec- 
tion of the vesical neck is an operation to be consid- 
ered in every paraplegic. 
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Warning is given that any type of instrumental 
bladder drainage should be delayed until the victim 
has reached a hospital with suitable facilities for 
aseptic technique. Ormonp S. Cutp, M.D. 


Contribution to the Problem of Essential Hematu- 
ria (Zur Frage der essentiellen Haematurie). H. 
GRIESSMANN and H. EvurFincer. Zschr. Urol., 1952, 
45: I. 

Three instances of what the author considers to 
be essential hematuria are reported. These con- 
stitute the only 3 cases of 24 clinically diagnosed 
cases of essential hematuria at the University Sur- 
gical Clinic of Kiel, Germany, the etiology of which 
remained unexplained after histologic and gross 
anatomical study of the removed kidney. 

These patients were observed in the period from 
1929 to 1951. In considering these instances to 
constitute examples of essential hematuria, the 
author, of course, rejects the assertion of Guenther 
that the etiology of the hematurias is a question 
which has been entirely answered. Guenther has 
intimated that the etiologic agent is practically al- 
ways, in these instances of unclarified genesis, a 
matter of inflammation (pyelitis or calyciopyelitis) 
on an infectious basis. 

The author’s first case was that of a 19 year old 
woman who had been suffering for some time with 
lancinating pains in the region of the right kidney. 
She was evidently in a reduced general state, and 
anemic. There was pressure pain over the right 
kidney, and the urine contained a large amount of 
fresh erythrocytes; it, however, was sterile. The 
decision to do a nephrotomy was based partly on 
the failure, pyelographic or otherwise, to find a 
cause for the hematuria. When the upper pole of 
the kidney was opened, the only finding was a 
macularly reddened pelvic mucosa. A biopsy speci- 
men was removed. Histologic examination of the 
biopsy specimen disclosed a total absence of any- 
thing resembling inflammatory changes. 

Following the operation there was no further 
bleeding from the kidney. 

The second case was that of a 27 year old man 
who had been suffering from blood-discolored urine 
for about 6 months. This occurred in attacks with- 
out pain or other discomfort. The urine was nega- 
tive except for the presence of numerous fresh 
erythrocytes. Intravenous and retrograde pyelog- 
raphy demonstrated the functioning of the two 
kidneys to be absolutely identical and apparently 
normal. The urine was sterile; the blood was com- 
ing from the right kidney. There was an unex- 
plained deviation of the right ureter at the level 
of the fifth lumbar vertebra. There was extensive 
calcification of the mesenterial lymph glands. The 
removed kidney was congested with blood, most 
pronounced in the medullary zone and also sub- 
epithelially about the renal pelvis, with diapedesis 
in places. There was a slight swelling of the epi- 
thelium of the uriniferous tubules, but no other 
pathologic evidence. 
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The third patient, a 57 year old man, had com- 
plained since childhood of colicy pains in the right 
abdomen which always disappeared with bed rest. 
For about 6 months he had noted a blood-tinged 
urine. There was pain on pressure over the right 
kidney. The source of the bleeding was the left 
kidney. The urine was sterile. At operation the 
left kidney was decapsulated, and the left renal 
peduncle was stripped (sympathectomy). Follow- 
ing the operation there was no further bleeding. 

The authors think that these 3 cases are in- 
stances of essential hematuria, that they were not 
the result of infection, and that therefore the ques- 
tion of the etiology of hematuria can hardly be re- 
garded as solved. They, in fact, suspect that some 
of the unexplained bleedings from the kidney may 
be the result of extraneous irritative factors, per- 
haps acting through the vegetative nervous system. 
With the idea of probing such possibility, experi- 
mental work was done on animals (10 rabbits), the 
kidneys being exposed and subjected to various 
stimulative or irritative substances (hypertonic salt 
solution, periston, Cibasol-periston solution, etc.) 
applied for various periods (6 to 72 hours) of time, 
on gauze pads, to the kidney itself, its peduncle 
and the celiac ganglion. With all these modalities 
they were able to reliably produce a certain amount 
of diapedesis or bleeding from the kidney, and the 
organ itself showed various degrees of congestion 
and edema. Joun W. BRENNAN, M.D. 


Symptomatology of Urogenital Trichomonas Dis- 
ease in Males (Zur Symptomatologie der urogeni- 
talen Trichomonadenkrankheit des Mannes). HEeEt- 
MUTH BAvER. Zschr. Urol., 1952, 45: 293. 


The author discusses the incidence, diagnosis, and 
symptomatology of Trichomonas infection of the 
urogenital tract in males. 

Trichomonas is found in the mouth in about 50 
per cent, in the rectum in 2 per cent, and in the va- 
gina in 30 to 50 per cent of the population. Whether 
the organisms found in the three organs belong to the 
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same or to different species of Flagellata is not 
certain. 

There is extreme divergence of opinion concerning 
the incidence of infection in men; figures between 
0.05 and 30 per cent can be found in the literature. 
The writer believes that zo to 25 per cent of all non- 
gonorrheic cases of urethritis in men are caused by 
Trichomonas. In addition, Trichomonas infection 
without any clinical symptoms is found not infre- 
quently in routine examinations of men whose wives 
suffer from Trichomonas disease. 

The author found Trichomonas with and without 
symptoms in 119 men. He emphasizes that many 
practitioners do not use a good technique in exami- 
nation of the discharge and therefore frequently mis- 
take Trichomonas urethritis for gonorrheic or post- 
gonorrheic conditions. The discharge, urinary sedi- 
ment, or, preferably, abrasions from the anterior 
urethra should be examined fresh in a warm room on 
a heated slide, without the use of a condensor sys- 
tem; frequently dark field examinations give the best 
result. Abrasions should be taken 1 to 2 cm. from 
the orifice and examined in saline solution. 

The discharge is thin and of milky color in most 
cases, sometimes it is frothy and less frequently it is 
a profuse creamy pus, like that in acute gonorrheic 
urethritis. The complaints of pains during miction, 
burning and tickling sensations in the urethra, and 
dribbling, are quite similar to those in gonorrheic 
urethritis. Stained slides of the discharge show vary- 
ing amounts of leucocytes and epithelia; sometimes 
they are abacterial but in most cases they show a 
mixed bacterial flora as a sign of secondary infection. 
Complicating prostatitis and epididymitis is not 
infrequent. 

About half of the author’s patients did not have 
any clinical symptoms at the time of the examina- 
tion; many of them never had any discharge or other 
complaint at any time. The writer believes that 
every man whose wife suffers from Trichomonas dis- 
ease should be examined for infection as a routine 
procedure. WERNER M. Sotmitz, M.D. 



















































CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Chronic Osteomyelitis and Legg-Perthes’ Disease 
(Chronische Osteomyelitis und Perthessche Erkran- 
kung). HerBert GARDEMIN. Zschr. Orthop., 1952, 
82: 87. 

There are 3 symptoms (acute febrile beginning, 
elevated sedimentation rate, metaphyseal and ace- 
tabular changes) which in the author’s opinion re- 
quire a differentiation from the classical Leéegg- 
Perthes’ disease. He reports on 6 patients from 5 to 
8 vears of age who showed intra-articular or para- 
articular foci near the epiphysis or metaphysis and 
were treated surgically. The x-ray examination 
showed depressed epiphyses with irregular contours 
and sclerosis, or abnormal translucency or meta- 
physeal cysts having the appearance of sequestra, all 
typical of Legg-Perthes changes. 

In all of the cases the pathological findings were 
those of subacute or chronic osteomyelitis. 

The author concludes from these observations 
that the foci in the metaphysis are pyogenic in nature 
and have nothing to do with the picture of aseptic 
necrosis; this also applies to the acetabular changes. 

In most of the author’s cases there was a remark- 
able bony restitution and he suggests therefore a 
more liberal indication for surgery in cases of Legg- 
Perthes’ disease with evidence of infectious changes. 
The much needed etiological classification would be 
hastened by a greater number of available surgical 
specimens. Ernest H. BETTMANN, M.D. 


Osteoporosis and Epiphysial Arrest in Joint Tuber- 
culosis. An Account of the Histological Chang- 
es in Involved Tissues. H. A. Sissons. J. Bone 
Surg., 1952, 34-B: 275. 

The author illustrates some of the effects of disuse 
and immobilization of limb bones in the adult as well 
as in the child. Atrophic immobilization changes, 
some transient, some permanent, are not confined to 
growing bones. These changes are well known to 
roentgenologists and take the form of a regional os- 
teoporosis. This is complicated by epiphysial 
changes only when the period of immobilization 
responsible for the condition has occurred at an early 
age. 

The author’s conclusions are based upon examina- 
tion of material from 8 patients who showed immo- 
bilization changes in joint tuberculosis. Material be- 
came available either because of amputation or 
death. The article is accompanied by several roent- 
genograms illustrative of the changes discussed in 
the report. 

The osteoporosis immediately adjacent to an in- 
volved joint would seem to be a local reaction to 
tuberculous inflammatory tissue and the increase in 
vascularity plays a part in its development. Also 
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there is shown the characteristic disuse or immobil- 
ization osteoporosis. Certain regions of bone are 
more markedly involved than others. The slab 
roentgenograms of the talus in one instance revealed 
that the alteration in bony structure takes the form 
of narrowing of trabeculae in the immediately sub- 
cortical bone. A complex series of structural altera- 
tions in bone of an immobilized limb are portrayed, 
Changes are at first reversible, but as months pass 
they extend and coalesce to form larger areas of 
rarefaction which are still fairly clearly demarcated 
from the surrounding bone. New trabeculae undergo 
progressive increase in thickness. General alteration 
in bone structure seems to be permanent. 

One thing to be borne in mind is that the pattern 
of atrophic rarefaction must not be mistaken for ex- 
tension of the tuberculous lesion. In none of the 6 
cases in the author’s series, in which the bone adja- 
cent to an actively tuberculous joint was studied, 
has the tuberculous tissue extended more than a few 
millimeters from the joint surface. 

In growing bones, particularly in early childhood, 
the tissue of the epiphysial cartilage shows special 
susceptibility to immobilization damage. Premature 
fusion may destroy the continuity of the epiphysial 
cartilages, for example, at the knee joints. The cen- 
tral part of the epiphyses is most severely involved, 
while at the periphery of the epiphyses some longi- 
tudinal growth may continue. The author concludes 
that the ultimate factor operating on the bone in 
the development of immobilization osteoporosis is 
still uncertain. KENNETH E. SHERMAN, M.D. 


Sprung Back. P. H. Newman. J. Bone Surg., 1952, 
34-B: 30. 

The author indicates that sprung back is one of the 
commonest causes of low back pain. It is caused by 
a rupture of the posterior ligaments of the spine, 
including sometimes the posterior longitudinal liga- 
ment and annulus fibrosus. The commonest of all 
causes for chronic backache is strain on a segment of 
the spine after the normal checking function of the 
ligaments and capsules has been impaired by injury. 
Should a new force stretch the ligaments still fur- 
ther, the guardian muscles at once go into action and 
give rise to spasm in extension. This is the rational 
response of a segment that has been damaged by 
being forced beyond its limit of flexion. 

The supraspinous ligament acts as the main check 
to overflexion of individual pairs of vertebrae and of 
the whole spine. It is placed, like the tendons of the 
multifidus, at the extreme end of the lever where its 
power is most effective. The interspinous ligaments 
and joint capsules are less strong than the supraspl- 
nous ligament. 

Forced flexion of the vertebral column as a whole 
may cause injury to the anterior structures—that is, 
to the vertebral bodies—or to the posterior struc- 
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tures, such as the fascia, ligaments, and joint cap- 
sules, and sometimes also the neural arch. Anterior 
and posterior structures at the same level or at dif- 
ferent levels may be damaged simultaneously. 

Griffiths (1949) suggested that crush fracture may 
occur at the lower lumbar level when the patient has 
warning of the approaching blow and has time to 
brace himself against it, as when a man is standing 
back to a stack of bales, or to a side wall of a trench 
and senses its imminent collapse. It is understand- 
able that the vertebral column in these circumstances 
breaks at a lower level because the pelvis is fixed by 
the tight hamstrings and the lumbar curve is forced 
into flexion after rupture of the soft structures pos- 
teriorly. This type of accident is uncommon, but 
less severe strains to the lumbar spine, with the 
knees in full extension and the hamstrings taut, are 
common. The violence may be sufficient to rupture 
some or all of the posterior ligaments, including 
sometimes the posterior longitudinal ligament and 
the annulus fibrosus. The back has then a perma- 
nently weak and painful segment which has resulted 
from the springing apart posteriorly of two verte- 
brae. The condition can be described simply as 
“sprung back.” 

The ligamentum flavum, being elastic, stretches 
but does not rupture. The region of the spine af- 
fected is where the mobile lumbar spine meets the 
immobile pelvic girdle, and this is generally the 
lumbosacral junction. Sometimes the fifth lumbar 
vertebra is partly or completely sacralized or the 
transverse processes are unduly large, making it 
comparatively stable, in which case the rupture of 
the ligaments occurs between the fourth and fifth 
lumbar vertebrae. On the other hand, if the trans- 
verse processes of the fifth lumbar vertebra are small 
and the spine of the first sacral element is ill-de- 
veloped, or if there is a spina bifida, the posterior 
structures at this level are weak and are more likely 
to be damaged. 

Floyd and Silver (1950) have shown by electro- 
myographic studies that in the standing position 
there is no contraction of the erector spinae muscles, 
but as the spine begins to bend forwards these mus- 
cles contract until full flexion is reached. At this 
“critical point” the muscles again relax, leaving the 
spine supported by the ligaments. It is at this stage, 
when the spine is in a position of flexion with the 
erector spinae relaxed, that the ligaments of a dam- 
aged segment break down at their job and either fail 
to take the strain or take it painfully. This may 
necessitate continuous contraction of the erector 
spinae muscles, which consequently become fatigued. 
If a flexed position is maintained for some time 
there is aching and stiffness when the upright posi- 
tion is resumed. Sometimes there is a sharp pain dur- 
ing recovery, even in the absence of undue strain, 
but if force is applied when the spine is flexed and 
the erector spinae relaxed, an acute attack of pain is 
more likely to occur. Acute pain is also liable to oc- 
cur when a heavy weight is lifted, or when an object 
is lifted hurriedly. C. Frep GoERINGER, M.D. 
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Dysplasiaand Arthrosis of the Hip withEmphasis on 
Subluxation (Dysplasie und Hueftarthrose, unter 
besonderer Beruecksichtigung der Subluxation.) 
E. ALBERT. Zschr. Orthop., 1952, 82: 23. 


Subluxation represents a transitional stage be- 
tween an unstable hip and complete dislocation. 
Earlier or later arthritic changes follow; they are 
caused by subchondral damage, loss of elasticity, and 
progressive or regressive bony reactions. Wiberg 
(Acta chir. scand., 83: Supp. 58) determines the po- 
sition of the femoral head in relation to the upper 
acetabular rim and expresses it in angle degrees as 
related to the body axis. 

The so-called ‘‘center-corner angle” as normal 
value is 26 degrees. Three hundred patients of the 
Instituto Orthopedico Toscano, Florence, and 300 
patients of the Orthopedic State Hospital, Spa 
Toelz, were compared and showed the subluxation as 
the main cause of the hip arthrosis. Total subluxa- 
tion with a negative center corner angle was found 
in Florence in 38 and in Toelz in 27 cases. Partial 
subluxation with a center corner angle below 20 de- 
grees was present in Florence in 149 and in Toelz in 
87 patients. Relative subluxation with an angle be- 
tween 20 and 25 degrees was present in 77 cases in 
Florence and in 70 cases in Toelz. 

That the subluxation is the main cause of the 
arthritic changes is borne out by the fact that it was 
present in 57.66 per cent of the cases in Florence and 
in 41.33 per cent in Toelz. Consequently the sub- 
luxation should be treated as early as possible. The 
different percentages show geographical variations 
of the hip dysplasia. Ernest H. BetrMann, M.D 


Tumorlike Chondromatosis of the Knee Capsule 
with Processes of Osseous Metaplasia (Gesch- 
wulstartige Kniegelenkkapselchondromatose mit 
knoechernen Umbauprozessen). W. HAuTKAPPE. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1952, 271: 
547- 


The author reports the case of a man 50 years of 
age who developed a hard tumor of fist size in the 
popliteal space. The knee joint was considerably 
swollen and widened; no effusion was present. The 
clinical as well as the x-ray picture suggested a sar- 
coma of the capsule; however, repeated biopsies re- 
vealed the lesion to be a chondromatosis of the 
capsule. The knee joint was resected and the entire 
capsule extirpated. 

The histologic examination revealed nodules of 
hyaline cartilage in the tissue of the capsule. In the 
area bordering the normal capsule tissue there was a 
transition zone of fascicles of fusiform cells. In the 
center as well as in the periphery of the cartilage, 
osseous tissue with richly vascularized medullary 
spaces was found. The bone trabeculae were densely 
lined by osteoblasts. In other foci multinuclear giant 
cells with remnants of bone trabeculae in different 
stages of resorption were present. 

The author discusses at length the pathogenesis of 
capsule chondromatosis and the question whether 
this type of tumor should be classified as benign or 
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malignant. Neither of these two problems has been 
definitely solved as yet. 
WERNER M. Sormitz, M.D. 


Osteoma of the Patella and Rupture of the Patel- 
lary Ligament in the Child (Osteome de prolonga- 
tion de la rotule et rupture du ligament rotulienchez 
lenfant). FEvRE and Duparc. Rev. chir. orthop., 
Par., 1952, 38: 175. 

The authors report the case of a posttraumatic 
osteoma of the distal tip of the patella in a boy 12 
years of age. Five months after the injury he was 
unable to extend the leg actively although passive 
movements of flexion and extension were possible 
to the full extent. He walked with a limp and showed 
marked atrophy of the thigh. 

The operation revealed a mass of osseous tissue at 
the distal end of the patella. The patellary ligament 
was reduced to a thin fibrous band. The exostosis 
was removed, and the ligament repaired by trans- 
plantation of a portion of the quadriceps tendon. 

In discussing the pathogenesis of the osteoma, the 
authors leave the question open as to whether the 
original lesion was a rupture of the patellary liga- 
ment or a fracture of the apex of the patella. 

WERNER M. Sotmitz, M.D. 


Regeneration of Knee Menisci After Meniscectomy 
(La régénération des ménisques du genou aprés 


meniscectomie). J. Moret, P. Bastien, and F. 
VANVELCENAHER. Rev. chir. orthop., Par., 1952, 
282.337. 


The authors review the literature on the regenera- 
tion of knee menisci after meniscectomy and report 
the results of their experiments on rabbits. 

The regeneration of removed menisci was reported 
as an accidental finding in autopsies, or at repeated 
arthrotomies. The regeneration may be either total 
or partial. Histologically, the regenerated meniscus 
consisted of fibrous tissue in most cases. Elastic 
fibers are found frequently, whereas true cartilagi- 
nous tissue was found rarely, and only long after 
meniscectomy. The pattern of the fibrillae and the 
distribution of cells is more or less identical with 
that of a normal meniscus. The most important dif- 
ference is an abundant vascularization in the regen- 
erated tissue. 

Other investigators studied regeneration in experi- 
ments on dogs, guinea pigs, and rabbits. They found 
that the meniscus regenerated completely within 100 
days in the guinea pigs, and in about a year in dogs. 
The size and shape of the regenerate corresponds ex- 
actly to the removed cartilage. 

Finally, the authors report the findings in their 
own experiments on a series of 10 rabbits. The ani- 
mals were sacrificed in from 1 to 13 months after 
removal of the meniscus. The meniscus regenerated 
within 3 months to its original size and shape; how- 
ever, it was formed of tendinous tissue only; no 
fibrocartilaginous tissue could be found in any case. 

In summary, the authors state that the meniscus 
nearly always regenerates after extirpation, in man 
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as well as in animals. The regenerated meniscus has 
the size and shape of the original organ and replaces 
it completely in its function. Histologically, it con- 
sists of fibrocartilage in the guinea pig, of fibrous 
tissue in dogs, and of tendinous tissue in rabbits. In 
man it consists of fibrous tissue, and only rarely and 
after many months does it change to fibrocartilage, 
WERNER M. Sotmitz, M.D. 


Observations on Congenital Deformities and Pseu- 
darthroses of the Lower Leg (Zur Klinik und 
Pathogenese der angeborenen Verbiegungen und 
Pseudarthrosen des Unterschenkels). GrruHarp 
Exner. Zschr. Orthop., 1952, 82: 50. 


This article contains reports on 278 cases. The 
“crus varum congenitum” is characterized by the 
following changes: (1) monostotic congenital or early 
appearing distal tibial varus deformity, (2) atrophy 
of the involved extremity, (3) evidence of Reckling- 
hausen’s neurofibromatosis, and (4) cortical thick- 
ening at the concave side with narrowing of the 
tibial medulla. These changes are the forerunners of 
the “congenital” pseudarthroses (latent pseudar- 
throsis) characterized by biological poor quality of 
the tibia. No spontaneous healing has been reported. 
A conic thinning of the fragments is part of increased 
resorption made worse by surgical attempts, which 
destroys the fibrous capsule of the nearthrosis. Sur- 
gical cures have been reported in only about 30 
per cent of the cases. 

In the first case after resection of the tibial pseu- 
darthrosis and the distal third of the fibula, a 16 cm. 
long tibial graft from the opposite side was fixed with 
multiple wire loops and plaster immobilization for 15 
months with 5 months of strict bedrest. After 2 
years there was no recurrence. 

In the second case after resection of the fibula and 
multiple osteotomies (Kirschner), recurrence took 
place 13 months postoperatively and was treated 
with a tibial graft. However, another recurrence 
took place 7 months later and this was treated by 
prolonged bedrest and supramalleolar osteotomy of 
the tibia because of increasing varus deformity. 
Cases 3 and 4 occurred in various family members 
with typical Recklinghausen’s disease and 4 futile 
surgical procedures were done. Case 5 consisted of 
multiple recurrences during 24 years with marked 
atrophy, shortening, and pain; amputation was car- 
ried out. Amputation also seemed to be indicated in 
the seventh patient with a marked deformity and 
postoperative osteomyelitis. The last observation 
(case 8) showed a 23 year old patient with severe 
atrophy and pseudarthrosis. A shortening of 14 cm. 
and scoliosis required amputation. 

The sex ratio of the condition is 2 (male) to 6 (fe- 
male). In 75 per cent of the cases neurofibromatosis 
was present. The pathological findings in 6 cases 
showed the following: fatty degeneration of the ad- 
jacent soft tissue with normal muscle fibers but 
markedly diminished vascular channels. There was 
no bleeding during the surgical exposure, especially 
in the periosteum. There was scarry fibrous degen- 
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eration and nearthrosis with the fibrous capsule; the 
spongiosa was covered by sclerosed cortex. In con- 
trast to the “crus valgum recurvatum with pes 
calcaneus” the crus varum congenitum is not caused 
by intrauterine mechanical stresses; however, poor 
vascularization is evidently a contributing factor. 
The early treatment of crus varum congenitum is 
strictly conservative without weightbearing, while 
pseudarthrosis requires extensive bony transplants. 
The prognosis is always guarded. 
Ernest H. BetrMann, M.D. 
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Problems in the Treatment of Hematogenous 
Osteomyelitis (Probleme der Behandlung der 
haematogenen Osteomyelitis). E. Domanic. Lan- 
genbecks Arch. u. Deut. Zschr. Chir., 1952, 271: 189. 


In spite of the astounding success of the treat- 
ment of hematogenous osteomyelitis with antibi- 
otics, which reduces the mortality rate from 10 
per cent to almost o, there are still difficult thera- 
peutic problems even in the acute stage of hema- 
togenous osteomyelitis. Two suggestions have been 
made to prevent the acute disease from becoming 
chronic. The first is the administration of large 
doses of penicillin for a prolonged period to estab- 
lish a cure at once. The antibiotic is administered 
parenterally and locally, with special stress on be- 
ginning the treatment as early as possible. Others 
are of the opinion that penicillin alone will not 
suffice and therefore they recommend that surgical 
measures such as incision of the abscess and drill- 
ing of the medullary space be done. 

The author has found that penicillin plus immo- 
bilization is the best treatment for acute hematog- 
enous osteomyelitis. The antibiotic treatment is 
usually continued for 1o days. Early diagnosis of 
the disease must be made from the clinical symp- 
toms, because roentgenologic changes in the bone 
are not demonstrable before 3 weeks. Early treat- 
ment is important but not the sole factor deter- 
mining the course of the disease. Destructive foci 
in the bone can be clearly diagnosed roentgenolog- 
ically after the eighth week. -Their radical removal 
during the subacute stage of the disease from the 
ninth to the twelfth week of illness constitutes a 
minor intervention with certain results. 

Chronic osteomyelitis can be cured only by rad- 
ical removal of all diseased tissue. 

It is neither necessary nor wise to trephine the 
bone focus during the primary stage of acute hema- 
togenous osteomyelitis, and such treatment would 
not prevent the disease from becoming chronic. 
If an abscess is present, daily puncture with the in- 
stillation of 200,000 Oxford units of penicillin is 
indicated until no more pus forms. 

Since the great majority of bacteria in osteo- 
myelitis are sensitive to penicillin, there is little 
point in waiting for the results of bacterial exam- 
ination before treatment is begun. For the first 
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few days until defervescence, from 40,000 to 50,000 
units of penicillin are given every 3 hours by intra- 
muscular injection. Following defervescence, usu- 
ally on the third day, 20,000 units are given every 
3 hours for 1 week after defervescence. The anti- 
biotic is then discontinued. The total dose of 
penicillin is, as a rule, between 2 and 2.5 million 
units in 10 days. The limb is immediately immo- 
bilized in a plaster cast on admission, and is left 
undisturbed for 4 weeks. The cast is then removed 
and the first roentgenogram is taken. Should a 
soft tissue abscess form, the cast is opened, the 
abscess evacuated, and penicillin is instilled. A 
nourishing diet and plenty of fluids are important. 
Blood transfusions are rarely necessary since the 
advent of antibiotic therapy and the administra- 
tion of oxygen is required only in the most severe 
cases. Since early treatment may prevent necrosis 
and also reduces the mortality rate, early diagnosis 
is most important. The clinical symptoms include 
fever, spontaneous and pressure pain, raised tem- 
perature in the affected region, edema and red- 
dening of the skin, and marked protrusion of the 
veins in this region. There is always considerable 
leucocytosis. 

Following removal of the first cast and roentgen- 
ography after 4 weeks, another cast is applied and 
left in place for another 4 weeks. Following re- 
moval of the cast after the eighth week, roentgen 
findings will reveal the extent of bone destruction. 
If there is extensive necrosis of the bone, surgery 
is usually indicated, at the latest between the 
tenth and twelfth weeks of the disease. Operation 
may be indicated for circumscribed necroses during 
the ninth week, and likewise for lesions of the non- 
weight-bearing bones. Operation on the weight- 
bearing bones with extensive necrosis should be 
deferred until the twelfth week. Patients with ex- 
tensive necroses do not recover without operation 
even if afebrile. All patients with demonstrable 
destructive bone foci should be subjected to radical 
operation in the subacute stage. This is the only 
way to prevent chronic osteomyelitis. Removal of 
the sequestrum suffices. Sulfonamide powder and 
2,000,000 units of penicillin are placed in the bed 
of the sequestrum and the wound is closed. For 4 
succeeding days penicillin (10,000 U.) is injected 
into the wound to the bone. With this treatment 
primary wound healing was obtained in all cases. 
If the bone is dead in its entire circumference, as 
much of the young bone covering it is removed as 
is necessary to gain access to the necrotic bone, 
which can be removed as easily as a sword from 
its scabbard. Also in these cases sulfonamide pow- 
der and 200,000 units of penicillin are placed in 
the wound and it is closed primarily. The limb is 
placed in a plaster cast with a window over the 
soft tissue wound. For after-treatment the patient 
is given 100,000 units of penicillin which are in- 
stilled into the wound daily for 4 days. Primary 
healing was obtained in all of the 19 cases subjected 
to this treatment. There was no mortality and no 
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chronic osteomyelitis. Ischemia prevents great 

blood loss and facilitates orientation and differen- 

tiation of the healthy from the diseased bone. 
EpitH SCHANCHE Moore 


Present Status in the Treatment of Tuberculous 
Joints (Attuali orientamenti sul trattamento della 
tuberculosi osteoarticulari). V. PIETROGRANDE. 
Clin. nuova, Roma, 1951, 12: 657. 


The treatment of tuberculosis of the joints has 
been and still is a debatable argument. The recent 
use of antibiotics has changed the many concepts in 
the treatment of tuberculosis. Those who have 
resorted to their use have been disillusioned, so that 
treatment with just the antibiotics has not lessened 
the severity of the disease but seems to have done 
just the opposite. Only the combined effort of the 
antibiotics and orthopedic therapy for the general 
treatment of the patient will give good results, but 
never the expected best. 

Roentgenograms are presented to show the condi- 
tion of tuberculous joints, the knee, ankle, shoulder, 
hip, wrist, and spine. The author presents roent- 
genograms taken before and after treatment which 
demonstrate the results of immobilization alone and 
of immobilization treatment with streptomycin. In 
all of his cases the results were good following the 
combined treatment. Many of his patients were 
children with tuberculosis of the joints. The drugs 
used were streptomycin, sulfa drugs, para-amino- 
salicylic acid, and thiosemicarbazone (PAS and 
TB/1). 

The treatment of tuberculosis of the joints was 
itemized thus: (1) immobilization of the joint for a 
sufficient length of time, (2) administration of anti- 
biotics and chemotherapeutic agents in a quantity 
that will approach the curative dose; and (3) treat- 
ment for the general state of the patient. 

The diseased part is immobilized with a plaster of 
paris cast. To be efficient the cast must immobilize 
the two adjacent articulations, the distal and the 
proximal, to the diseased joint. For the knee the 
author immobilized the hip and the foot, for disease 
of the hip he immobilized the pelvis and the knee on 
the side of the disease. The cast must be well 
molded and must prevent movement in the cast. 
The position must be the correct one for normal 
function. If the position of the patient is not the 
proper one because of contractures of the joint, 
these must first be corrected under anesthesia, but 
no force must be used. Repeated casts may be 
needed before the desired results are obtained. 

The immobilization must be maintained until the 
general condition of the patient and the diseased 
process shows improvement. The plaster cast may 
be substituted for by an orthopedic appliance if the 
patient shows improvement. 

Surgical immobilization by means of bone grafts 
and arthrodeses was also done. In his clinic the 
author used autogenous bone grafts many times. 
He states that immobilization of the spine is ob- 
tained after 5 to 6 months. 
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The author also states that streptomycin is never 
to be used in the treatment of a diseased joint unless 
one is sure that the disease is due to tuberculosis, 
The administration of insufficient doses of strepto- 
mycin for tubercular joints must be frowned upon 
because poor results will be obtained and at the same 
time it may be dangerous to the patient. 

The administration of para-aminobenzoic acid 
(PAS) in conjunction with streptomycin will reduce 
the streptomycin resistance of the tubercle bacillus. 
This combination will reduce the dosage of both of 
these agents if they are given individually. PAS 
must be given in amounts as high as 8 to 14 grams 
per day and for a long time. It is best to stop the 
drug for short periods to prevent gastric disturb- 
— If gastric symptoms occur alkalies may be 
used. 

Thiosemicarbazone (TB/1) has been found to be 
very beneficial but at present it is very toxic. The 
author used it in this study for ro to 15 days with 
a period of rest at which time PAS was given. He 
has noticed albuminuria and hematuria in the cases 
in which TB/t was used. 

Climatotherapy, especially sun bathing, has its 
beneficial effects. The administration of calcium 
preparations has been stopped, and in its place mul- 
tiple vitamin therapy is used. The most important 
vitamins are A, C, and D. These should be given in 
very large doses and for long periods. 

Physiotherapy with passive motion and forcing of 
the joint motion with the patient under an anes- 
thetic has a limited mode of action. If a joint must 
be re-educated in its function, especially one that 
has been tuberculous, one must act with caution. 
Trophic changes may be helped by electric stimu- 
lation. 

Once cured, the patient must be frequently placed 
under observation and control. This is very impor- 
tant because it is in these cases that ankylosis fre- 
quently occurs and deformities may not be corrected 
in the future. ANTHONY Prno, M.D. 


Treatment of Nonunion in Compound Fractures 
with Infection. MATHER CLEVELAND and Ep- 
WARD M. WIinant. J. Bone Surg., 1952, 34-A: 554. 


A method of bone grafting has been used success- 
fully in 9 of 10 difficult cases of ununited fractures, 
in 8 of which infection was present. 

The cases discussed in this study were not cases 
of delayed union; they were true ununited fractures. 

Ten patients were included in this study. In 9 of 
the ro patients the lesions were infected and drained 
at some time, either before or during the time they 
were under observation. The average time between 
fracture and bone-grafting was 3 years; the shortest 
time was 7 months, and the longest was I5 years. 
Five of the 1o fractures were simple; 5 were com- 
pound fractures which became infected as a direct 
result of the original injury. Of the 5 simple frac- 
tures, one was through an old site of osteomyelitis 
in the femoral shaft, and resulted in reactivation of 
the old infection with a poor end result, while 3 be- 
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came infected as a result of previously attempted 
surgery at other hospitals and, accordingly, through 
surgery, became compound fractures. 

These cases presented three distinct problems: 
first, control of existing infection; second, obtaining 
an intact integument of a quality as good as possible; 
and third, securing union of the fracture. Of the 
y cases in which union of the fracture was obtained 
as a result of iliac-bone grafts, there were only 3 in 
which the wound healed per primam and remained 
healed without a recurrence of infection. 

A brief presentation of 5 of the 10 cases in this 
series is given. Illustrative photographs also are 
included in the article. C. Frep GorriIncer, M.D. 


Operative Technique for Simultaneous Arthrodesis 
of the Radiocarpal Joint and the Thumb in Op- 
position ((Operativnaya technika odnovremennogo 
artrodezisa kisti i bolzhogo palza v polozenii oppo- 
zitzii). InttyA Ikonomov. Chirurgia, Sofia, 1951, 
4:421. 

In this operation, 8 or 10 cm. of the eighth or ninth 
rib are taken from the side of the patient which is 
opposite the hand to be operated on. The patient is 
then placed on his back and the prepared hand and 
forearm to be operated on are placed on a table 
beside the operating table or on the patient’s chest. 

An incision is made longitudinally on the back of 
the wrist joint, the extensor ligaments of the fingers 
are displaced ulnarward with care not to injure the 
bursae, and the radiocarpal cartilaginous surfaces 
are removed. When required, the proximal row of 
carpal bones may be removed, or even the two rows 
of carpal bones. Then osteoperiosteal flaps are 
raised, including the base of the back of the radius 
and the base of the second and third metacarpals, 
so that they remain attached proximally on the 
radius and distally on the metacarpals. The removed 
section of rib is sawed longitudinally so as to produce 
an osseous transplant each of the outer and the inner 
surfaces. The outer surface transplant is then fitted 
to the fresh surfaces vacated by the two osteo- 
periosteal flaps and the flaps are dropped back on the 
whole. This holds the wrist in a sufficiently dorsi- 
flexed position. No mention is made of fastening 
the structures in place. 

The second incision starts at the base of the thumb 
and is carried along the radial side of the wrist joint 
to a point 2 fingerbreadths proximal to the radio- 
carpal joint. The inner surface transplant from the 
rib is then fixed with wire sutures to the first meta- 
carpal bone and the other end is fastened by wedging 
the transplant into a slotlike groove on the radius in 
such a way as to bring the thumb into opposition 
with the other fingers (Fig. 1). 

_ After careful hemostasis and suture of the opera- 
tive wounds in layers, the hand is dressed in sterile 
dressings and placed in a plaster splint with the wrist 
joint in moderate dorsal flexion and the thumb in 
opposition to the other fingers. 

On the tenth postoperative day the splint is re- 
moved, a roentgenogram is taken, and the hand is 
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Fig. 1 (Ikonomov). Half schematic sketch of the opera- 
tion. 


placed in a new plaster cast. Immobilization in this 
manner continues for 3 months. 

With this technique the author has now operated 
on 10 patients with spastic hemiplegia on the left 
side, paralysis of the right upper extremity as a re- 
sult of injury to the brachial plexus, Little’s disease, 
postpoliomyelitic paralysis of the right upper ex- 
tremity, ischemic paralysis, or Dupuytren’s con- 
tracture of the left hand following fracture of the 
elbow. The results were entirely satisfactory. After 
3 months in the cast the osseous union of the 
transplants and their host bone surfaces were firm 
and in proper alignment. The last 4 operations are 
too recent to afford definitive evaluation. 

The advantages of the method are the shortening 
of the period of treatment in that the two arthrodeses 
are performed at one sitting. The osseous union 
takes place readily, even in the young individuals 
with trophic disturbances of the involved tissues. 
The material used for the splinting (rib transplant) 
is not only markedly osteogenetic, but also plastic, 
so that it can be molded to the shape desired. The 
operation does not interfere with later tendon trans- 
plants. It can be employed in many cases which are 
unsuited for the technique of Thompson such as 
those presenting an unstable second metacarpal 
bone, traumatic injuries (complete or partial), and 
destruction of the first two metacarpal bones. 

Joun W. BRENNAN, M.D. 


The Implantation of Bone from the Iliac Spine 
into Bony Cysts and Osteitis Fibrosa Foci as 
Compared with Other Methods of Treatment 
(Die Ausmauerung von Knochencysten and Ostitis 
fibrosa-Herden mit Beckenkammtransplantaten im 
Vergleich mit anderen Behandlungsmethoden). HeEr- 
MANN KARCHER. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1952, 271: 580. 

The author cites cases in which spontaneous 
fractures occurred through a bone cyst with con- 
secutive. healing of the fracture site. He states 
that Nemmi in 1939 treated all his bone cysts in a 
similar manner by using a trocar to make multiple 
punctures into the cyst and thus cause a spontane- 
ous healing of the bone cyst. According to the author, 
a recurrence of the bone cyst in the same general area 
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is usually common following this conservative 
treatment of bone cyst. It is his opinion that the 
implantation of transplants from the iliac spine is 
the best available method of treatment for these 
conditions. The reason is the quick formation of 
new bone and the removal of the “tissue that is 
responsible for the formation of the bone cyst.” 
Histological examinations of the contents of the 
bone cysts were not given in any one of the cases 
observed. GrorcE I. Reiss, M.D. 


Total Patellectomy in the Treatment of Arthrosis 
of the Knee (La patellectomie totale dans l’arthrose 
du genou). J. DEBEYRE and J. LEVERNIEUX. Sem. 
hép. Paris, 1952, 28: 170. 

The authors stress total patellectomy as a treat- 
ment in early arthrosis of the knee. The best results 
are obtained if the arthrosis is limited to the patella 
and the anterior surface of the femoral trochlea. An 
essential point is that after patellectomy, complete 
extension of the knee is again possible. In this way 
the normal axis of the leg is re-established and a main 
factor for progressive tibiofemoral arthrosis is 
eliminated. 

In 4 out of 6 cases the authors obtained good re- 
sults, as judged from a follow-up of patients, 7 to 13 
months after the operation. 

GERTRUDE J. VAN Eck, M.D. 


The Late results of Astragalectomy in the Adult 
(Les Résultats éloignés de l’astragalectomie chez 
ladulte). Cu. Gopinot. Lyon chir., 1952, 47: 434. 


The author reviews the late results of astragalec- 
tomy in a series of 10 patients who had been oper- 
ated upon partly for tuberculosis and partly for frac- 
ture of the astragalus. After an interval of 4 to 7 
years, only 1 of the patients showed good results; in 3 
cases the success of astragalectomy was considered 
fair, as the patients were free of pain, but unable to 
walk without a cane and orthopedic shoes. The other 
6 patients had marked pain and difficulty in walking, 
so that a secondary arthrodesis was indicated. 

The author concludes that astragalectomy is an 
unsatisfactory operation in the long run and should 
be abandoned, except for such rare conditions as 
comminuted fractures, extensive tuberculosis, or in- 
veterate irreducible luxation. The modern tech- 
niques of arthrodesis give far better results. 

WERNER M. Sormitz, M.D. 


FRACTURES AND DISLOCATIONS 


Ten Years of Kuentscher Medullary Nailing (10 
Jahre Kuentscher-Marknagelung). GErorG SALEM. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1952, 271: 
313. 

At the Surgical Clinic of the University of Vienna, 
112 medullary nailings were performed from 1941 to 
1950. The series included 69 fractures of the thigh, 
15 fractures of the leg, 5 fractures of the clavicle, 12 
fractures of the humerus, and 11 fractures of the 
shaft of the radius. The operation is now used 
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chiefly for fracture of the femur, and in particular for 
transverse and short oblique fractures of its middle 
third. In these cases this method is considered far 
superior to any other. 

One important cause of failure has been the diffi- 
culty of reduction, which now has been largely obvi- 
ated by the introduction of the Wittmoser reduction 
apparatus. With the latter, reduction is accom- 
plished in a few minutes without injury to the soft 
tissues. However, subtrochanteric fractures and 
fractures of the proximal third cannot be reduced 
with this apparatus. Nor can the Wittmoser appa- 
ratus be used in fractures of the middle third of the 
femur, and since roentgen demonstration of these 
fractures is likewise difficult, they are treated by 
open nailing following a short extension treatment. 
In introducing the guide pin through the medullary 
space of the central fragment an attempt should be 
made to guide it medial to the tip of the trochanter 
in order to avoid a varus bend with its danger of a 
cortical break or rupture of the proximal fragment 
of the femur. Since the nail occasionally finds too 
little hold in the central fragment in subtrochanteric 
fractures, an additional wire suture may sometimes 
be required. But also in other types of fractures of 
the proximal third, weight bearing should not be 
permitted before 5 to 7 weeks after nailing since here 
the nail is intended primarily for fixation. Even in 
this group the advantages of the operation far out- 
weigh the risks. Retention in a favorable position 
until bony union has occurred may also present diffi- 
culties. The leg should be in marked abduction and 
extended with heavy weight traction. The most fa- 
vorable conditions for nailing are found in the middle 
third. Mobilization is begun in bed 2 to 3 days after 
nailing and, according to the stability of the osteo- 
synthesis and conditions of the musculature, 
weight bearing under observation may be permitted 
after 2 to 4 weeks. No secondary dislocation, nail 
fracture, or kinking occurred. 

Nailing is contraindicated in (1) badly splintered 
fractures, (2) fractures with protrusion of a large 
rotating wedge in which the nail cannot get a good 
hold, and (3) in long oblique or spiral fractures. 
However, good results were obtained in 6 cases in 
which only a small wedge was broken off. If diffi- 
culty is encountered with the Wittmoser apparatus 
because of bone jutting out, the obstruction should 
not be overcome by increased traction but by careful 
rotation of the forefoot. If this fails, the fracture 
must be dislocated and one of the fragments turned 
with the aid of the massive ring. 

The technique of the operation is described in 
detail. While hammering in the nail, the pulse and 
blood pressure must be closely watched. If the pulse 
rate increases and the blood pressure falls the proce- 
dure must be interrupted, and if no improvement 
takes place the nailing must be discontinued. If the 
nail has passed the site of fracture, the guide pin is 
removed to prevent unnecessary compression of the 
marrow. A bent axis must be straightened out be- 
fore further insertion of the nail. With the longitu- 











dinal traction gradually released, the fracture will 
close automatically upon further hammering of the 
nail. The nail should be introduced sufficiently far 
beyond the site of the fracture to insure the most 
stable osteosynthesis, usually at 10 to 15 cm. A 
slight distraction in the fracture area following re- 
lease of the longitudinal traction may be left without 
ill effect. After the operation the direction and posi- 
tion of the nail are controlled roentgenologically. 
The leg is placed on a Braun splint and if there is 
danger of peripheral dislocation a wing splint or cast 
is applied for some weeks. 

In children up to 10 years of age nailing is not 
recommended, but the method has great advantages 
for the treatment of fractures in the aged. The nail- 
ing is never done on the day of the accident. A 
Kirschner wire extension is applied and the nail is 
introduced 3 days later at the earliest and 28 days 
after the accident at the latest. 

The dangers of nailing include injury to the bone 
marrow, infection, and fat embolism. The latter is 
most likely to occur in old fractures. Once the nail 
has passed the site of fracture, the guide should be 
removed in order to prevent unnecessary compres- 
sion of the marrow. In old fractures it may be neces- 
sary to resort to a prophylactic ligation of the 
femoral vein. The most severe case is reported in 
detail. Formerly, amputation would have been the 
only remedy for such a case. The nail should be re- 
moved following solid bony union except in very 
weak, old patients. Some good results were obtained 
in nailing of tabetic and clavicular fractures. The 
late results in all fresh fractures were excellent unless 
there were serious additional injuries. Conservative 
methods are better for dealing with fractures of the 
upper arm and leg. At present nailing is employed 
in fractures of the upper arm only in open fractures, 
in fractures of both bones of the forearm, or in 
simultaneous multiple fractures. Nailing is rarely 
indicated in fractures of the forearm and is recom- 
mended only for severe open fractures with some ob- 
struction to reduction in spite of muscle relaxation. 
The method is contraindicated in fractures of the 
ulna, and is not suitable for pseudarthrosis of the 
elbow, ulna, and radius. Additional bandages for 
fixation must be used in all except a few cases, which 
does away with early weight bearing and free 
mobilization. Epitu SCHANCHE Moore 


The Late Results of the Open Treatment in 
Fractures of the Clavicle (Risultati a distanza del 
trattamento cruento delle fratture della clavicula). 
FRANCO OpErTI. Bol. Soc. piemont. chir., 1952, 21: 
379. 

The treatment for fractures of the clavicle has 
been so diversified that it has interested many 
surgeons and traumatologists. Many have endeav- 
ored to find a satisfactory method of treatment of 
these difficult fractures. In 1864 Grusit found 70 


methods of treatment, in 1921 Mezo found 8s, in 
1936 Scuppler found 160, and to date there are 
about 200. 
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It was Langenbeck who tried the open method 
of treatment in 1882; he used silver wire. He was 
soon followed by Withson and Postemski. 

The author gives a step by step description of 
the treatment of clavicular fractures. He uses 
Kirschner wire. He states that this method is 
rapid, and is quickly accomplished by experienced 
hands. The method is applicable to any type of 
clavicular fracture. No complicated and expensive 
instruments are needed. The results obtained are 
perfect, both anatomical and functional, and re- 
quire about 40 to 50 days. Anruony Pino, M.D. 


ORTHOPEDICS IN GENERAL 


The Treatment of Bone and Joint Tuberculosis 
with Para-aminosalicylic Acid (PAS) Alone 
and Associated with Streptomycin (Il tratta- 
mento della tubercolosi osteoarticolare con acido 
para-amino-salicilico (PAS) solo ed associato alla 
streptomicina). A. ALLARIA and I. F. Gomanicu. 
Chir. org. movim., 1952, 37: 103. 

The authors, after describing the experimental 
work which brought about the discovery of p-amino- 
salicylic acid and the chemical and pharmacological 
properties of the drug, report their results in 135 
patients treated at the Instituto Codivilla-Putti in 
Cortina d’Ampezzo, Italy. Of their series, 119 pa- 
tients had bone lesions alone, 16 had lesions of the 
soft tissues other than the lungs, 39 had fistulous 
tracts, and 96 had no such tracts. Spondylitis was 
the most frequent of the bone lesions, followed by 
coxitis and by lesions of the elbow and the sacroiliac 
joint. 

In this series only 19 patients were treated with 
PAS; the remainder were treated as follows: 

First day: initial administration of 1 gm. of 
streptomycin. 

Eighth day: initial administration of 10 to 12 gm. 
of PAS; continued administration of streptomycin. 

Twenty-sixth day: discontinuance of streptomycin 
and continuance of PAS. i 

Thirty-fourth day: discontinuance of PAS and the 
administration of streptomycin again. 

Forty-second day: administration of PAS and 
continuance of streptomycin. 

In the cases with fistulous tracts, streptomycin 
was used for lavages, in some instances penicillin 
was added, and in a few cases PAS and sulfone were 
also used. 

The authors, after considering their previous ex- 
periences with 400 patients treated with strepto- 
mycin alone and their results with this series, con- 
clude that the administration of para-aminosalicylic 
acid alone is beneficial in bone and joint tubercu- 
losis; their best results were obtained when strepto- 
mycin was used alone but the association of both 
drugs increases the number of good results from 57.1 
per cent and 61 per cent to 71.7 per cent. 

The authors advocate a minimal dose of 100 gm. 
of streptomycin and 1,000 gm. of PAS, with a period 
of interruption of each drug without interruption of 
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both drugs at the same time. They also advocate the 

use of vitamin K to prevent capillary hemorrhages 

which may be caused by the administration of PAS. 
Ferx Stanziora, M.D. 


Contribution to the Surgical Treatment of Bone 
and Joint Tuberculosis, in Active Phase, Treat- 
ed with Antiobiotics (Contributo alla cura chirur- 
gica della tubercolosi ostearticolare, in fase evolu- 
tiva, trattata con antibiotici). Bruno ROMANO. 
Rass. internaz. clin. ter., 1952, 32: 148. 


The author stresses the fundamental importance 
that streptomycin and para-aminosalicylic acid, if 
correctly used, have assumed in the treatment of 
bone and joint tuberculosis. 

After describing the mode of action of the drugs 
and their use as adjunctives in the surgical treat- 
ment (permitting procedures heretofore considered 
impossible), the author describes the case of a 34 
year old white female with Pott’s disease of the fifth 
lumbar vertebra, in the active phase, with a fistulous 
tract of the left inguinal region. The surgical pro- 
cedure, an extrarticular arthrodesis, according to the 
technique of Henle-Berard, is described in detail. 
The patient was treated before and after the opera- 
tion with streptomycin and para-aminosalicylic 
acid. The author has followed the case for more than 
2 years. In a series of 5 roentgenographic controls, 
he observed that the tibial graft used in the arthro- 
desis had not shown any decalcification or trophic 
changes. 

The author concludes that it is possible today to 
cure, surgically, bone and joint tuberculosis of the 
adult, in its earliest phase, if adjuvant treatment 
with antibiotics and chemotherapeutic agents is ad- 
ministered both locally and systemically. 

D. Fé.rx Stanziora, M.D. 


Imperforate Congenital Meniscus (Menisco imper- 
forato congenito). E. ALTIERI. Chir. org. movim., 
1952, 37: 60. 

The assertion that anomalies in the development 
of the semilunar cartilages of the knee are rare oc- 
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currences has been refuted because many reports of 
such anomalies are found in the literature, (Filippi, 
Rasreja, Middleton). The author reports this case 
of imperforate congenital meniscus of the knee be- 
cause of its morphological clinical peculiarities. 

A 17 year old youth who had been doing heavy 
work for a long time stated that he fell on the ground 
striking his knee. This injury occurred when he 
was 16 years old. He felt a disturbance immediately 
and pain occurred shortly afterward. Visual exami- 
nation of the knee revealed nothing abnormal, am- 
bulation was easy and correct, and there were no 
muscular changes of the thigh or foreleg. The knee 
was not swollen, but something abnormal was felt 
on extension and flexion. At the time of examina- 
tion the patient said there was something wrong 
with the knee, but there was no pain. Because no 
typical symptoms of injury to the semilunar carti- 
lage were demonstrated on examination, an ex- 
plorative arthrotomy was decided upon. 

An external oblique lateral incision was made with 
the patient under general anesthesia. The joint was 
opened and a semilunar cartilage, imperforated and 
terminating in a peduncle, was removed. Macro- 
scopic appearance of the semilunar cartilage showed 
that it was roundish in shape, composed of fibro- 
cartilaginous tissue, and ended at the posterior 
media] side in a stem which constituted the posterior 
horn. The femoral surface was concave in the cen- 
ter, surrounded at its periphery by a protruding 
padded cap. The tibial view was convex with a cen- 
tral depression that made it resemble a small purse. 

Careful distinction should be made between con- 
genital anomalies of the knee and accidental in- 
juries, especially when the etiology must be deter- 
mined as in insurance cases. 

In conclusion, the author states that when a pa- 
tient complains of knee trouble and the general 
examination reveals no typical cartilage damage 
surgical exploration should be made. The excellent 
results obtained and the complete cure of the au- 
thor’s patient warrant this intervention. 

AntHONY Pino, M.D. 
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On Occlusion of the Abdominal Aorta. CATHERINE 
C. Burt, Str James LEARMONTH, and R. L. Ricu- 
Arps. Edinburgh M.J., 1952, 59: 65, 113. 


The authors’ monograph covers aortic occlusion 
thoroughly and deserves to be read by everyone in- 
terested in this subject. The introduction covers the 
historica], anatomical, and pathological aspects of 
the problem, including a description and illustrations 
of the visceral and somatic collaterals which play 
such an important role in maintaining the circula- 
tion to the lower limbs. 

Aortic thrombosis is then considered. In the 
authors’ series of 11 patients from 35 to 57 years of 
age, Io were males and 1 was a female. The onset 
of the occlusion was gradual in 7. None of the pa- 
tients was seen less than 1 year from the onset of the 
symptoms, and 1 patient had symptoms for 11 years. 
The most constant complaint was intermittent clau- 
dication in the calves, and 2 patients had it in the 
gluteal muscles (supplied by the internal iliac ar- 
tery); coldness of the feet, cramps in the legs at 
rest, and subjective sensory disturbances in the feet 
were the next most important complaints. Physical 
signs included absence of the pulse in the lower 
limbs and coldness and pallor of the feet; 4 patients 
had edema and 3 had gangrenous or pregangrenous 
lesions. Most of the patients had neurological dis- 
turbances, as well as a general wasting of the mus- 
cles with fasciculation. The majority had definite 
evidence of generalized cardiovascular disease. In- 
vestigations included, in addition to the general 
medical work-up, oscillometry, study of the re- 
sponse to exercise, aortography, and serology. Four 
patients were subjected to bilateral lumbar sym- 
pathectomy with disappointing results; in 3 the 
intermittent claudication was not diminished, but 
vasomotor studies indicated that the blood supply 
to the feet was improved. Six case histories of 
patients who died are given, with autopsy findings in 
5. Aortic thrombosis is not rare, it occurs more often 
in males between 40 and 60 years of age, and in most 
cases is due to arteriosclerosis. Although patients 
may be severely disabled by claudication, the prog- 
nosis is surprisingly good both for life and limb. 
Death is due either to a sudden extension of the 
thrombus with involvement of the renal or mesenteric 
arteries, or to a cardiovascular catastrophe. Two 
types of surgical treatment have been advocated: 
(1) resection of the aortic bifurcation with lower 
lumbar sympathectomy, and (2) high bilateral 
lumbar sympathectomy. The authors had no experi- 
ence with the first. Early in the disease high bilateral 
lumbar sympathectomy may improve the collateral 
circulation. In more advanced cases, even when done 
in 2 stages, it is not without risk as it may be fol- 
lowed by rapid deterioration of the circulation in the 
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ipsilateral limb, as happened in 2 cases. The opera- 
tion is done transperitoneally through a median in- 
cision, in order to preserve the collateral arteries in 
the muscles of the flanks. 

In part III of the article the authors describe 
aortic embolism. There were 16 cases in their series 
with clinical features of sudden occlusion of the 
aortic bifurcation; in 2 the symptoms were probably 
due to reflex vasospasm, and in 1 case simultaneous 
embolism of both of the femoral arteries occurred. 
The ages ranged from 4 to 82 years in 5 males and 11 
females; 8 patients had rheumatic heart disease with 
auricular fibrillation; 3 were fibrillating, and in 1 
patient the embolus came from a mural thrombus 
in the left ventricle. Three cases occurred post- 
operatively. In 9g cases, other embolic episodes oc- 
curred. The authors divide the clinical picture into 
the onset and 3 stages, the first lasting 6 hours, the 
second from 6 to 48 hours, and the third from 48 to 
72 hours, and they describe the findings in each. The 
initial symptom in 8 cases was severe pain in the 
legs, abdomen, or lumbar region. In the first 6 hours 
the clinical picture varied considerably as to vascular 
and neurological findings. In the next stage (6 to 48 
hours), contractures of the muscles and motor and 
sensory paralysis to the knee occurred; evidence of 
gross circulatory impairment was present. In the 
48 to 72 hour period, complete paralysis of the lower 
limbs was evident with high sensory levels, no 
palpable pulses, and the feet and legs were cyanosed. 
Eight of the 16 patients were not operated upon, 
and of these, 2 recovered; however, the obstruction 
had not been complete. The remaining 6 patients 
succumbed in from 24 hours to 3 months. Two of 
the 3 who survived some weeks required amputa- 
tions. Eight patients were operated upon in an 
attempt to remove the embolus; 4 operations were 
unsuccessful, and in the cases in which it was re- 
moved, although the pulses returned in the femoral 
arteries immediately, the circulation to the limbs 
returned very gradually, motor paralysis subsided 
fairly early, the sensory changes took longer, and 
reflexes took as long as 8 to 12 months to manifest 
themselves. 

In the discussion the authors corroborate many 
of the previously known features pertaining to aortic 
embolism: the higher incidence in adult females, the 
high proportion of emboli which arise in the heart 
and, especially, in rheumatic hearts with fibrillation; 
the occurrence of other embolic episodes; and the 
fact that those who survive aortic embolism usually 
succumb in a short time to other emboli. The 
authors recommend removal of the left auricular ap- 
pendix in cases of fibrillation, although in mitral 
stenosis, mural thrombi in the left ventricle may be 
the source of the embolus. The cause of pain in 
arterial embolism is not known exactly. Lewis 
pointed out that it occurs only in parts containing 
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muscle tissue, such as the heart, intestines, and 
limbs, and is not seen in the brain and spleen. The 
motor and sensory paralysis is due to the ischemia 
of the lumbosacral plexus and the peripheral nerves, 
and the contractures are due to muscle ischemia. 
Spontaneous recovery from aortic embolism is a 
rare event. In a series of 193 cases only 8 patients 
are reported as having recovered the use of the lower 
limbs without embolectomy, but some of these pa- 
tients may have had pseudoembolism. In the suc- 
cessful operative cases there is a delay in return of 
the circulatory and neurological signs which is 
probably due to occlusion of the main peripheral 
vessels, and only when the collaterals develop do 
they appear. They come back in a centrifugal man- 
ner. The reflexes returned most slowly, and if they 
remained absent there was associated weakness of 
the muscles. As to treatment, the authors recom- 
mend the intravenous administration of heparin, 
and the administration of morphine and heat to the 
arms and trunk. If pulsations and neurologic signs 
do not return in 1 hour, protamine sulfate is given to 
neutralize the heparin and embolectomy is per- 
formed transperitoneally. No heparin is recommended 
postoperatively. ALBERT M. Scuwartz, M.D. 


Phlebographs in the Study of Varicosities of the 
Lower Extremity (La flebografia nello studio delle 
varici degli arti inferiori). StEFANO GIOVANNINI and 
Pio SerRA. Arch. ital. chir., 1952, 75: 3. 


The authors analyze the results obtained from a 
study of varicose veins of the lower extremity with 
radiopaque substance and x-rays. Two techniques 
were used routinely. The ascending phlebograph 
was made with the patient in a supine position, the 
leg was rotated medially 25 degrees, and 20 c.c. of 
pielosil (70%) and 5 c.c. of novocain (1%) were in- 
jected into a superficial vein of the foot or at the 
origin of the saphenous vein. A tourniquet was 
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applied above the malleoli before injection, which 
forced the radiopaque substance into the deep circu- 
lation. At the end of the injection roentgenographs 
were taken of the leg and thigh. Descending phlebo- 
graphs were made with the patient inclined at an 
angle of 80 degrees. A similar solution was then 
injected in the common femoral vein or in the great 
saphenous vein and roentgenograms were again 
made of the thigh and leg. 

With this technique the authors have added to 
the knowledge acquired from the ordinary clinical 
methods used to evaluate the condition present in 
varicosities of the lower extremities. The presence 
of a reverse flow of blood in the communicating 
veins becomes clearly evident in the ascending 
phlebographs. This effect can be augmented if one 
places another tourniquet about the calves to produce 
complete venous stasis temporarily. The difficulty 
of determining obliteration of the deep femoral vein 
is also obviated by using the ascending phlebo- 
graphs. The presence of this obstruction is well 
demonstrated in this technique. Chronic venous in- 
sufficiency, primary or secondary, is demonstrated 
by the descending phlebographs. Normally the 
radiopaque liquid may descend to about 10 cm. 
Valvular insufficiency and abnormal communica- 
tions are well demonstrated. In the interpretation of 
the abnormal findings, however, they should be 
correlated with the presence of edema, venous con- 
gestion, dyskeratosis, ulcerations, and other signs 
of abnormal venous circulation. Because of reported 
thrombosis following the described techniques in 
selected cases, the authors have added heparin to 
the intravenous solution. 

Having thus obviated the complications men- 
tioned, the authors believe that a complete study of 
the venous circulation of the lower extremities 
should include phlebography. 

Rotanp A. MANFREDI, M.D. 














OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Clinical Significance of Blood Volume Deter- 
minations. Wittarp H. Parsons, WILLIAM T. 
WILLIAMS, and LESLIE J. ForsyTHE. Ann. Surg., 
1952, 135: 791. 

This communication concerns go surgical patients, 
56 with malignant and 34 with benign disease, who 
were submitted to blood volume determinations and 
allied laboratory tests on admission, and on the first 
and seventh days after operation. Blood was given 
before operation, at operation, and after operation 
according to the indications of the special case. 

The fact that these elaborate determinations could 
be carried out by the laboratory personnel of a small 
hospital proves that they are practical for routine 
use. 

Analyses of the case fatality rates and blood vol- 
ume values from the standpoint of type of disease, 
race, age, sex, site of malignancy, duration of illness, 
percentage of weight loss, and socio-economic status 
confirmed some generally held concepts and re- 
versed others. 

The postoperative behavior of the blood volume 
varied widely in these cases, but clearly indicated 
that dangerous postoperative decreases can occur 
without adequate blood replacement before opera- 
tion and on the operating table. 

Clinical evaluations of surgical risk were frequent- 
ly not in agreement with actual blood volume values. 

Over a period in which surgery has increased in 
magnitude and indications for operation have been 
widely extended, shock has become conspicuous by 
its absence either at operation or afterwards. This 
advance is attributed in part at least, to a realization 
of the important role of the blood volume in the risk 
of the surgical patient and the essential role of whole 
blood in maintaining it at normal levels. 

BENJAMIN GOLDMAN, M.D. 


Blood Loss During Operations. Harry C. Satrz- 
STEIN and LAURENCE M. LINKNER. J. Am. M.Ass., 
1952, 149: 722. 

A diabetic scale of the dial and pointer was uti- 
lized as a simple method for the estimation of blood 
loss. By adjusting the dial, the weight of dry sponge 
was eliminated so that the amount of blood lost 
was read directly on the scale (assuming 1 gm. to 
be equal to 1 c.c. of blood). The blood removed by 
suction was caught in a trap and measured. 

The blood loss was measured in a series of 212 
operations. There were three groups of operations: 
(1) those associated with minimal blood loss of 20 
c.c. to 200 C.c., such as appendectomy, hernior- 
trhaphy, cholecystectomy, and local excision of 
breast tumor; (2) those associated with a moderate 
blood loss of 300 to 1,000 c.c., such as colon resec- 
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tion, exploratory laparotomy, simple mastectomy, 
gastrectomy; and (3) those associated with a large 
blood loss of 2,000 to 3,500 c.c., such as extensive 
cancer operations and extensive pelvic surgery. 

Deficits of plasma protein and red cell mass, as 
well as electrolytes, were corrected before surgical 
treatment. 

The preoperative preparation of patients for oper- 
ation as well as the immediate replacement of blood 
loss during operation contributed in a surprising 
degree to decrease in postoperative complications. 

J. A. Strrman, M.D. 


Traumatic Mediastinal Emphysema (O enfisema do 
mediastino pés-traum4tico). Mario VIANNA, José 
Pinto, and Mauricio Rocua. Bol. Col. brasil. 
cirur., 1952, 25: I. 

This article is a discussion of the problem of air 
in the mediastinum as a result of trauma. Emphy- 
sema of the mediastinum may represent a finding 
of no serious clinical significance if the amount of 
air is not added to by further increments from 
any source. A malignant or serious aspect, how- 
ever, is easily understood if further increments of 
air are forced into this anatomical compartment. 

Air can reach the mediastinum from the lung as 
well as from extrapulmonary sources. In the for- 
mer situation the origin is from a ruptured pul- 
monary parenchyma which allows the escape of 
air into the interstitial tissues. It is transported 
to the mediastinum along areolar tissue planes, 
principally those of the vascular sheaths. When 
pneumothorax complicates the picture, the air has 
access to the pleural space by rupture of the pleural 
lining. 

The extrapulmonary sources of air in the medi- 
astinum include: laceration of air-containing or- 
gans (trachea, esophagus) within the chest, per- 
foration of the air passages outside of the chest, 
disruption of cervical fascial planes during injury 
or surgery, and retroperitoneal collections of air, 
however produced. Undecompressed and increas- 
ing pressures within the mediastinum result in signs 
and symptoms of mediastinal obstruction, with 
particular reference to the airway and the venous 
channels. 

The literature on this subject is amply quoted 
and much of the fundamental experimental work 
relating to these problems is reviewed in consid- 
erable detail. 

The roentgen aspects of a pneumomediastinum 
involve a halo of increased radiolucency about the 
cardiac shadow, increased clarity and definition of 
the mediastinal structures, and an increase in depth 
of the retrosternal space as seen on lateral views. 
When a pneumomediastinum is seen in conjunc- 
tion with pneumothorax, the changes are some- 
what different. According to a previous discussion 








186 








by two of the authors (Rocha and Vianna) these 
changes may be summarized as follows: 

1. Pure pneumomediastinum shifts the cardiac 
shadow posteriorly, the inferior limits of the retro- 
cardiac space being angular in outline. 

2. A pneumothorax on the right side only also 
tends to enlarge the anterior mediastinal window, 
but the inferior limits are more rounded in outline 
and may even be irregular. 

3. A pneumothorax on the left side only does not 
result in enlargement of the anterior mediastinal 
window because of the more laterally placed line 
of pleural reflexion held by this pleural sac. 

Thus, with a pneumothorax on the left side, 
any enlargement of the anterior mediastinal win- 
dow as seen on the lateral x-ray indicates the pres- 
ence of a pneumomediastinum. The appearance 
presented by the combined lesion on the right side 
(i.e., right pneumothorax and pneumomediastinum) 
is a composite of the extent of the severity of each 
component. 

Management of progressive or severe pneumo- 
mediastinum must provide for decompression of 
the mediastinal space, carried out by cervical 
mediastinotomy and the maintenance of a free exit 
therefrom. This decompression often has to be 
combined with pleural decompression to control 
the leakage and transport of air adequately. 

Control of infection is generally secured by the 
judicious use of antibiotics and adequate treatment 
of any underlying lesions. 

The authors append brief reports of 10 cases 
collected by them which illustrate various points 
in the discussion. These reports emphasize the 
seriousness of this condition. Eighty-eight refer- 
ences to the literature and numerous illustrations 
complete the article. Hiram T. Lancston, M.D. 


Postoperative Syndrome of Potassium Deficiency 
(Le syndrome post-opératoire de déficience de potas- 
sium). R. Montant, H. C. PLattNer, R. FALLER, 
and G. Mortironti. J. chir., Par., 1952, 68: 329. 


So called “postoperative disease” has no single 
pathogenic mechanism but is attributable to a mul- 
tiplicity of factors. Disturbances of water and 
electrolyte metabolism occupy the most important 
place. A deficiency of potassium is not infrequently 
incriminated in the postoperative syndrome. 

In 1 patient with intestinal obstruction caused by 
adhesions the necrotic terminal portion of the ileum 
was resected and ileotransversostomy was per- 
formed. Six days after the operation there was con- 
siderable dilatation of the small intestines, asthenia, 
mental confusion, listlessness, and dehydration, in 
spite of the administration of large amounts of 
fluids. Electrocardiograms revealed hypokaliemia, 
and the infusion of potassium relieved the condition. 

Similar spectacular results were obtained in 1 
patient with duodenal ulcer after gastrectomy and in 
another with gangrenous appendicitis. 

Potassium is indispensable for the growth of the 
organism and also for the synthesis of glycogen and 
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certain proteins which are essential for the phenom- 
ena of neuromuscular transmission. Furthermore, 
potassium plays an important role in the liberation 
of adrenalin as well as of acetylcholine. Finally, 
potassium is the chief cation of the intracellular 
fluid, maintaining its osmotic equilibrium. 

The potassium level of the blood may remain 
normal in spite of potassium deficiency in certain 
tissues. 

As a rule, hypokalemia is observed only in pa- 
tients who have been fed only parenterally for 
several days. Josepu K. Narat, M.D. 


Postoperative Hypodermoclysis with Hyaluronidase 
(L’hypodermoclyse post-opératoire avec hyaluroni- 
pd § P. DELIGNE and P. HuGuENARD. Anesthésie, 
Par., 1952, 9: 268. 

The following disadvantages of venoclysis are 
listed by the authors: (1) technical difficulties 
caused by (a) veins thrombosed by the preceding 
administration of drugs or hypertonic solutions, (b) 
sclerotic veins in debilitated or aged individuals, 
(c) veins difficult to locate, especially in infants or 
obese patients, and (d) collapsed veins, (2) the 
necessity of constant supervision, especially in agi- 
tated, disorientated or unco-operative patients, (3) 
discomfort caused by immobilization, paravenous 
infiltration, or the formation of a hematoma, (4) 
the danger of phlebitis and periphlebitis, (5) over- 
loading of the circulation. 

The drawbacks of venoclysis can be avoided by 
the employment of hyaluronidase. 

The author used this substance in 100 cases with 
very satisfactory results. Four various products, 
one of bacterial and three of testicular origin, were 
tested and proved equally efficient. Large quan- 
tities of solutions, even hypertonic, acid, or macro- 
molecular, could be introduced without discomfort 
to the patient. After the administration of glu- 
cose with hyaluronidase the blood sugar curves 
were higher and the hourly output of the urine 
was greater than in the controls and nearly equaled 
the figures obtained after venoclysis. 

The method is contraindicated in the treatment 
of grave shock. 

The effect of hyaluronidase on the absorption of 
fluids administered intramuscularly is less pro- 
nounced than that following venoclysis. 

JoseprH K. Narat, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Albumin and Globulin Changes in Burns as Dem- 
onstrated by Electrophoresis. Joun J. PRENDER- 
GAST, RICHARD L. FENICHEL, and ByrNnE M. DaAty. 
Arch. Surg., 1952, 64: 733. 

Blood protein patterns for a series of burn pa- 
tients were studied at regular intervals from onset 
of thermal injury, through the period of the body’s 
response to this stress, and until the onset of heal- 
ing. Altogether, blood serum and blood plasma of 
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8 hospitalized patients suffering primarily second 
and third degree burns ranging in extent from 10 
to 35 per cent of the total surface area of the body 
were surveyed. 

Of all the separable components in the electro- 
phoretic spectrum, gamma-globulin concentration 
appears to provide the best index of burn severity. 
In relatively minor cases consisting of first and sec- 
ond degree burns involving to to 15 per cent of body 
area, there is little increase in gamma-globulin con- 
centration. In major cases, i.e., second and third 
degree burns involving 25 to 35 per cent of body 
area, there is a great increase in gamma-globulin 
concentration. 

Whole blood transfusions, even when frequently 
repeated, do not correct the abnormal blood picture 
produced in moderate to serious burns. Better 
therapeutic results might be secured if, in addition 
to whole blood, burn patients requiring blood re- 
placement therapy were transfused with purified 
normal human serum albumin or a blood substitute 
suitable for albumin replacement. 

LEE PULLEN, M.D. 


Fluid and Electrolyte Requirements in Severe 
Burns. EveERETT Ipris Evans, O. J. PuRNELL, 
P. W. RoBINETT, ALASTAIR BATCHELOR, and MARY 
MARTIN. Ann. Surg., 1952, 135: 805. 


The authors have developed a simple formula for 
intravenous fluid therapy in the burned adult and 
child; ie., 1 c.c. per kilogram of body weight per 
percentage of burn during the first 24 hours. The 
same quantity of electrolyte was given the first 24 
hours and one-half the amount of electrolyte and of 
colloid the second 24 hours. 

Respiratory burns, lowered cardiac reserve, and 
renal dysfunction are deterrents to forceful fluid 
therapy. There is little difficulty in the management 
of fluid therapy following the use of almost any 
formula with burns up to 20 per cent, especially if 
the patient is under 50 years of age. There is also 
little difficulty in the care of patients with a 20 to 
25 per cent burn when the fluid therapy closely 
follows the formula. Moderately close clinical ob- 
servation is necessary in a patient with a 30 per cent 
burn, and the hourly urine output is of increasing 
importance. Not less than 25 nor more than 50 c.c. 
of urine hourly is considered satisfactory. 

When the area comprises 40 per cent or more, the 
problems of clinical management are so complicated 
that any fluid formula must be employed with great 
care. The upper limit for the use of the surface area 
weight formula is taken as 50 per cent, and all larger 
burns are calculated as such. 

It is stressed that great caution must be exercised 
in the care of patients over 50 years of age, or pa- 
tients of any age presenting a burn of over 50 per 
cent. 

The authors emphasize careful bedside observa- 
tion of the extensively burned patient. Hourly 
clinical observation is exceedingly important. The 
course of events may change rapidly, which will re- 
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quire critical clinical examination and early institu- 
tion of the appropriate therapy. 
Mary M. Marti, M.D. 


Sealed Drainage of Wounds. M. D. SHepparp. 
Lancet, Lond., 1952, 262: 1174. 


Chemotherapy has reduced the need for drainage 
of wounds, and modern surgical practice dictates 
the closure of wounds whenever possible. On the 
other hand, it is pointed out that certain wounds 
must be drained. The reasons for the present aver- 
sion to drainage are: (1) the wound requires fre- 
quent attention with repeated exposure to secondary 
infection; (2) healing is delayed, scars are weakened, 
adhesions are more common, and firmer; and (3) the 
use of bulky dressings, which are confining as well 
as expensive, is necessary. 

Three types of rubber drains, fashioned from 
ordinary latex tubing, are described. With the use 
of these drains, lesions can be kept safe and clean 
without any of the foregoing objections. The drain 
is inserted into the wound and the skin edge is 
sealed about the exit. The tube is carefully placed 
and proved to be working before the wound is 
firmly closed beyond the most distal collecting hole. 
The collecting end of the drain is perforated at reg- 
ular intervals and the distal portion is placed in a 
glass jar suspended from the bed. The tubing is 
milked two or three times a day, by squeezing, to 
free it from clots and fibrin. 

This type of drainage has been used after radical 
mastectomy, cholecystectomy, prostatectomy, and 
after operative procedures on the kidney, as well as 
after abdominal perineal resection. In large wounds, 
ro ounces or more of drainage fluid may be collected 
daily. The procedure has been used for the past 2 
years and at no time has the system had to be 
abandoned because of pocketing or blocking of the 
special tubes. Dusting potentially infected wounds 
with penicillin and sulfodimidine powder encourages 
the formation of much watery fluid which facilitates 
the initial flow into the collecting tube and appears 
to prevent clotting and obstruction. The comfort 
of the patient, the cleanliness of the dressings and 
bedclothes, and the healthy appearance of the 
wound have been convincing evidence that efficient 
drainage can be safely secured by this closed method 
of drainage with specially designed tubes. 

Curtis Artz, M.D. 


A New Method for Dealing with Necroses (Eine neue 
Methode zur Beseitigung von Nekrosen). SVERRE J. 
LOENNECKEN. Medizinische, 1952, 17: 700. 


Favorable results obtained by the application of 
tryptic ferments in the treatment of necroses due to 
burns at the Goettingen University Clinic led to the 
adoption of this method also for treatment of ne- 
croses associated with wounds. The latter are often 
difficult to influence and require prolonged treat- 
ment. In the delayed healing of wounds or empyema 
it is the cleansing of the wound that requires most 
of the time, and it is during this period that the 
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patient is exposed to toxins developing in the de- 
generating necrotic tissues. Radical surgical removal 
of necroses leads to most rapid healing but is rarely 
feasible and often requires the sacrifice of healthy 
tissue. Pancreatic ferment therapy has given the 
best results to date. It does not exclude the older 
tried methods of wound treatment but merely sup- 
plements them. The tryptic ferment digests the 
dead tissue and splits it into simple amino acids. 
Thus, any living epithelial cells are spared to initiate 
natural epithelization. The treatment is painless, 
simple, and efficient, and requires no special training 
or instruments. 

The ferment is dissolved in a viscid tylose medium 
and after the addition of penicillin is spread on the 
necroses with a wooden spatula in a layer of 3 mm. 
The composition employed was as follows: 
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The ferment and necessary additions in dry form 
is known as ‘‘nekrosolva”’ which requires only the 
addition of the prescribed amount of distilled water 
and penicillin. After spreading this mixture over the 
necroses a single layer of gauze and a piece of Bill- 
roth’s batiste is applied to maintain optimum mois- 
ture. The whole is then covered with a gauze 
bandage. The application must be renewed after 
24 hours. A pu of 7.8 and a temperature of 37° C. 
are optimal. 

Any previously applied powder must be most 
meticulously removed and necrotic shreds which are 
insensitive can be removed with ether. After daily 
change of the dressings, the necrotic shreds are 
daubed with physiologic saline solution and gently 
removed with forceps. A fresh layer of nekrosolva is 
then applied. Moist gangrene does not develop, and 
there are no other complications. Penicillin is more 
useful than the sulfonamides in preventing the 
accelerated growth of bacteria due to the formation 
of amino acids. The foul odor subsides, leaving only 
the bouillonlike odor of the amino acids. In some 
instances nicely granulating wounds can be closed 
under penicillin protection by secondary suture. 

The series treated at the Goettingen Clinic from 
1945 to 1951 included 150 cases of locally limited 
necroses of varying origin and, more recently, resi- 
dual empyema cavities. In the latter, treatment 
with the ferment yielded good results in from 3 to 8 
days, whereas without ferment the time required 
was from 8 to 60 days, with an average of 21 days. 
The digestion of a layer of necrosis of muscle and 
subcutaneous tissue from 0.8 to 1.0 mm. in thick- 
ness requires 24 hours, and the same amount of time 
is required for the digestion of skin measuring from 
0.4 to 0.6 mm. in thickness. 

EpitH SCHANCHE MOooRE 
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Depot Curare in the Therapy of Tetanus (Depotcu- 
rare in der Therapie des Tetanus). SIEGFRIED 
FAcKERT. Chirurg, 1952, 23: 202. 

Curarine has been tried before in the treatment of 
tetanus, but has proved unsatisfactory because of the 
inconstancy of the preparations used. Once symp- 
toms of intoxication have set in, it is extremely 
difficult to counteract them. 

The author reports on a new preparation called 
“depot curarine HAF. This is a very fine suspension 
of the drug in a new medium, the chemical nature 
of which is not disclosed. The preparation is ab- 
sorbed slowly and acts as a depot. It is standardized 
so that it contains 200 units per cubic centimeter. 
The dosage ranges from 100 to 300 units daily for 
single intramuscular injections. 

Two impressive cases are reported in detail. Soon 
after the first injection the spasms and convulsions 
subsided so that sedatives (chloral hydrate and 
magnesium sulfate) could be reduced considerably or 
discontinued altogether. Both patients recovered. 

WERNER M. Sotmitz, M.D. 


Hospital Cross-Infections with Staphylococci Re- 
sistant to Several Antibiotics. Suzanne K. R. 
CuaRkKE, P. G. DALGLEISH, and W. A. GILLESPIE. 
Lancet, Lond., 1952, 262: 1132. 


Several infections with coagulase-positive staphyl- 
ococci occurred in hospital in-patients. The infec- 
tion was resistant simultaneously to penicillin, 
sulfonamide, streptomycin, and some or all of the 
newer antibiotics—aureomycin, terramycin, and 
chloramphenicol. 

The resistant staphylococci were readily recovered 
from ward air and dust, as well as from the noses of 
the patients and the staff. The numbers of these 
organisms recovered from different wards were 
roughly related to the amounts of antibiotics used 
in these wards. 

Cross-infection thus appears to be a very impor- 
tant cause of infections by antibiotic-resistant 
staphylococci in hospitals. SAMUEL Kaun, M.D. 


Experimental and Clinical Observations on Intra- 
ventricular and Intracerebral Injection of 
Bacitracin. Paut TENG and FRANK L. MELENEY. 
Surgery, 1952, 31: 233. 

Five thousand units of bacitracin in % c.c. of 
normal saline solution were injected into the right 
lateral ventricle through a craniotomy wound in 10 
cats, 5 under nembutal and 5 under light ether. 

Seven to 12 convulsive seizures lasting from 50 to 
70 minutes occurred after the intraventricular in- 
jection of bacitracin in the 5 cats which were oper- 
ated upon under light ether anesthesia. 

Of the 5 animals given nembutal anesthesia, 2 
developed one generalized seizure while 3 exhibited 
only muscular twitchings of the limbs and the trunk. 
In 2 of the animals in this group, in which the in- 
jection was probably intracerebral, a generalized 
convulsion developed in 1 animal, and the other 
had only muscular twitchings. 
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All animals survived the injection and the con- 
vulsive manifestation. Two cats died from post- 
operative complications. The survivals showed no 
signs of disability. All surviving cats were killed 1 
month after the intraventricular instillation of ba- 
citracin. Pathologic examination of the brain re- 
vealed minimal glial-cell reaction, small areas of 
softening in the white matter of the cerebral hemi- 
sphere, and minimal amounts of bleeding in the 
softened area at the site of injection. The arachnoid 
membrane was thickened only in the exposed area 
of operation. 

Bacitracin has been used in the treatment of in- 
fections involving the central nervous system in pa- 
tients and no ill effects have been observed. Its 
clinical use by the intraventricular and intracere- 
bral routes is to be recommended. One illustrative 
case is presented. Rospert Mayo TEneEry, M.D. 


Treatment of Carbuncles with Local Penicillin 
Injections. W. ANDREW DALE and CHESTER A. 
Hauc. J. Am. M. Ass., 1952, 149: 527. 


The usual treatment of carbuncles has been inci- 
sion and drainage, or complete excision. The chief 
disadvantage of these methods has been excessive 
scar formation. In more recent years, penicillin 
given systemically has achieved reasonable success; 
however, sufficient concentrations cannot be at- 
tained by parenteral penicillin. Fourteen patients 
were treated at the hospital of the University of 
Rochester, School of Medicine and Dentistry, 
Rochester, New York, by the local injection of 
penicillin. 

Crystalline penicillin, 1,000,000 units in 5 c.c. of 
isotonic saline plus 5 c.c. of 1 or 2 per cent procaine 
comprised the mixture; 3 c.c. to 6 c.c were injected 
into the subcutaneous tissue peripheral to the in- 
flammatory zone. Immediate febrile systemic reac- 
tion occasionally followed if injections were made 
into the inflammatory zone. No incisions were 
made, but draining sinuses were kept open by the use 
of a phenolized probe. Local débridement procedures 
were carried out if necrotic areas were present. 
Local injections were repeated after an interval of 
24 hours if the inflammation continued, and again 
at 48 hours if there was no improvement. 

All lesions were controlled and healed satisfactori- 
ly with minimal complications. Relief of pain oc- 
curred in 8 to 16 hours, and drainage usually ceased 
in 4 to 5 days. 

The authors cite their experiences with carbuncles 
through three phases of treatment. In 1940, car- 
buncles treated by surgical excision and by incision 
and drainage had a hospitalization time of 13.7 days 
and a healing time of 31 days, with a mortality rate 
of 17 per cent. In 1947-1948, operation in addition 
to parenteral penicillin was used, with an average 
hospitalization time of 9.2 days, a healing time of 42 
days, and a mortality of 10 per cent. When local 
penicillin injections were used, the hospitalization 
time was 4.9 days, the healing time was 12.6 days, 
and the mortality, 8 per cent. The one fatality in 
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the last group resulted from acute renal failure, al- 
though the carbuncle was controlled. 
Curtis Artz, M.D. 


ANESTHESIA 


Carbohydrate Metabolism and Carbohydrate Re- 
quirements During Modern Anesthesia (Zum 
Kohlenhydratstoffwechsel und Kohlenhydratbedarf 
unter der modernen Narkose). Paut ScHosTox. 
Langenbecks Arch. u. Deut. Zschr. Chir., 1952, 271: 
570. 


Long surgical procedures, particularly those of 
the chest, place great demands on the glycogen 
reserves in the body. Glycogen plays an elective 
role in detoxification and in the maintenance of 
vital processes. As glycogen is required for detoxi- 
fication of the anesthetic, it follows that a sufficient 
supply of it is essential during the postoperative 
period. This supply can be given in the form of 5 
per cent glucose solution. 

The antiketogenic effect of sugar solution is of 
great value because anesthesia is apt to produce 
hyperglycemia, glycosuria, and acetonuria. Pre- 
medication alone may cause a slight rise of the 
blood sugar level. Anesthetics probably irritate 
the pituitary-suprarenal system and thus cause 
hyperglycemia. An _ insufficient oxygen supply 
alone is not able to explain this phenomenon. Gly- 
cogen in the liver is responsible for the hyper- 
glycemia observed during anesthesia. It appears 
paradoxical to administer sugar solution but this 
is necessary to replenish the glycogen reserves in 
the liver. 

Invert sugar is preferable to glucose because 
levulose is transformed into glycogen even in the 
presence of liver damage. The resulting glycogen 
has a greater resistance than that formed from 
glucose and the transformation of levulose into 
glycogen is very rapid. Josep K. Narat, M.D. 


Respiratory Studies During Anesthesia with Ether 
and with Pentothal Sodium. Rosert T. Par- 
RICK and ALBERT FAULCONER, JR. Anesthesiology, 
1952, 13: 252. 

Respiratory studies were conducted on 6 patients 
who underwent ether anesthesia and on 7 patients 
who were anesthetized with pentothal sodium. 

The ventilation rate remained within normal 
limits during all observed levels of ether anesthesia, 
whereas the mean ventilation rate during anesthesia 
with pentothal sodium decreased progressively with 
increasing degrees of narcosis. However, the respira- 
tory center, under pentothal sodium anesthesia, re- 
mained capable of increasing the rate of ventilation 
in response to the administration of 5 per cent carbon 
dioxide in oxygen. 

The oxygen content of arterial blood remained at 
high levels during both types of anesthesia. No 
highly significant degree of metabolic acidosis was 
evident in either instance. 

Under the conditions of this study, pentothal 
sodium has proved to be an anesthetic agent ade- 
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quate for the performance of a surgical procedure 
capable of provoking many painful stimuli and one 
that is not accompanied by undue depression of 
respiration. 


Curare and Flaxedil with Special Attention to Blood 
Coagulation (Curare und Flaxedil im Selbstversuch 
unter besonderer Beruecksichtigung der Blutgerin- 
nung). F. Kootz and P. Matis. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1952, 271: 436. 


An increased tendency toward bleeding under the 
influence of curare has been frequently observed by 
the authors, although some writers deny such effect. 

To study the effect of curare or flaxedil on the 
blood coagulation and on striated muscles, the 
authors administered the drugs in the customary 
dose to 12 young, healthy volunteers. Thus, a clear- 
cut result could be expected as the operative trauma 
and the action of anesthetics were eliminated. 

From 2 to 4 c.c. of tubocurarine or from 1.5 to 2.0 
c.c. of flaxedil were injected intravenously within 1 
minute. Dynamometric, gnathometric, and spiro- 
metric recordings were made and blood samples 
were taken at regular intervals. 

Consciousness and sensitivity remained undis- 
turbed. Relaxation of the muscles began in the in- 
dividuals with the smallest chronaxy. Diplopia ap- 
peared and the upper eyelids fell. Gradually the 
paralysis spread to muscles participating in the 
chewing act, as shown by gnathometric measure- 
ments, to the muscles of the neck, the extremities, 
and the intercostal spaces. The diaphragm was not 
immobilized. The effect lasted from 20 to 25 min- 
utes. The memory was not affected. The coagula- 
tion time was prolonged 2, 4, 6, and 8 minutes after 
the injection and reached normal levels after 20 
minutes. The thrombin time was also prolonged. 

The intravenous injection of antistine before the 
administration of curare or flaxedil was able to pre- 
vent the mentioned effects on the blood. An injec- 
tion of protamine following the administration of 
curare or flaxedil immediately brought the coagula- 
tion and thrombin time back to normal. 

Joseru K. Narat, M.D. 


Hypotensive Anesthesia in Radical Pelvic and Ab- 
dominal Surgery. C. Paut BovAN and ALEXANDER 
BRUNSCHWIG. Surgery, 1952, 31: 829. 

Thirty-two patients undergoing extensive radical 
pelvic surgery were subjected to hypotensive anes- 
thesia induced by a ganglionic blocking agent, 
hexamethonium bromide (Cs), and by postural 
ischemia, combined with pentothal sodium-d-tubo- 
curarine-ether oxygen anesthesia. The patient was 
carefully premedicated, and endotracheal intubation 
was carried out under a combination of pentothal 
sodium and d-tubocurarine anesthesia. General 
anesthesia was maintained by ether-oxygen. After 
examination and draping, C, was administered, and 
the patient was placed in 30 degree Trendelenberg 
position. Within 3 to 5 minutes a fall in blood pres- 
sure occurred; if a fall did not occur, additional Ce, 
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was given. Adequate minute volume was main- 
tained. Blood loss was estimated and immediately 
replaced. Before closure of the abdomen the blood 
pressure was restored by the infusion of a dilute 
solution of neosynephrine, and hemostasis was se- 
cured. Constant vigilance was required postopera- 
tively. 

During operation the pulse rate and venous pres- 
sure readings were essentially unchanged. Electro- 
cardiographic tracings showed no significant devia- 
tions. Urinary output was measured for 5 days and 
there was no deviation from the control values. The 
recovery time from anesthesia was not prolonged, 
and significant postoperative bleeding was not en- 
countered. Six patients developed pulmonary com- 
plications. There were no detectable changes in the 
mental state. A decreased incidence of venous 
thrombosis in the legs was noted. An average of 
1,500 c.c. of blood were given per operation. 

The authors state that with use of the anesthetic 
methods described, these operations were facilitated 
and the blood loss was reduced. They believe that 
hypotensive anesthesia is well worth further in- 
vestigation in very radical procedures. 

Jerry A. StTirman, M.D. 


Various Degrees of Artificial Hibernation (Les dif- 
férents degrés de Vhibernation artificielle). R. 
ALLUAUME. Anesthesie, Par., 1952, 9: 261. 


Artificial hibernation employed to facilitate an- 
esthesia is based on the stabilization of the auto- 
nomic nervous system. 

The author employs intramuscular injections of 
a preparation called 4560 R.P. If a more rapid or 
more precise effect is desired, intravenous injec- 
tion is preferable. Small fractional doses are em- 
ployed rather than a continuous drip. Intramus- 
cular injections are painless and well tolerated. 
From 25 to 75 mgm., according to the weight, sex, 
history, and basal metabolic rate of the patient, 
are injected 134 hours before the operation. A 
smaller dose may be injected intramuscularly to 
be followed by an intravenous injection 20 min- 
utes before the operation. 

The administration of 4560 R.P. may be com- 
bined with the customary preoperative sedation. 
Intubation is employed routinely, and curare and 
pentothal are administered for the anesthesia 
proper. 

The operating room temperature is not allowed 
to rise above 64.4° F. and only cold wet sponges 
are used in the operative field. Toward the end 
of the operation the patient’s rectal temperature 
should not exceed 96.8° F. The pharmacodynamic 
refrigeration is obtained by blocking of the thermo- 
regulation. 

This type of anesthesia is reserved only for inter- 
ventions of medium gravity on robust individuals 
in good general condition. 

The postoperative intake of fluids is limited and 
the room temperature is kept rather low. 

JoserH K. Narat, M.D. 

















Late Jaundice Following Transfusion (Ictéres :trans- 
fusionnels tardifs). H. Moncres, P. JAQuENovuD, 
and E. BerGAsse. Anesthésie, Par., 1950, 9: 178. 

Homologous serum jaundice which develops fol- 
lowing a transfusion of blood, serum, or plasma, 
has been amply discussed in the Anglosaxon lit- 
erature but is less known in France. Therefore, the 
authors report 6 cases in which the condition de- 
veloped after the transfusions of preserved blood. 
Two patients succumbed to the disease. 

The danger seems to be particularly great if 
plasma is obtained from pools derived from a large 
number of donors. However, blood and not plasma 
was used in the series reported by the authors. 

JosepH K. Narat, M.D. 


The Therapy and Prophylaxis of Postoperative and 
Traumatic Collapse as Well as of Hypotonic 
Crises in Lumbar Anesthesia (Zur Therapie und 
Prophylaxe postoperativer und traumatischer Kol- 
lapszustaende sowie hypotoner Krisen bei der Lum- 
balanaesthesie). F. FEUERSTAKE and F. Koenic. 
Chirurg, 1952, 23: 205. 

The authors report on the pharmacological prop- 
erties and the therapeutic indications of noradrenalin. 
It has been known for some time that the adrenal 
medulla secretes some other substance with vaso- 
constrictory action besides the 1-adrenalin which 
can be produced synthetically. This substance has 


SURGICAL TECHNIQUE 





19g! 


been isolated and called noradrenalin; it possesses 
properties markedly different from adrenalin. Adren- 
alin elevates the systolic pressure only, whereas the 
diastolic pressure is slightly lowered. Under nor- 
adrenalin the diastolic as well as the systolic pressure 
is elevated. It is assumed that this increase of the 
mean pressure is caused by more or'less complete 
blocking of the arteriovenous anastomoses. Further- 
more, adrenalin produces tachycardia whereas nor- 
adrenalin causes bradycardia. The sensitivity of the 
carotid sinus reflex is increased by noradrenalin. 

The therapeutic advantages of noradrenalin are 
considerably less toxicity and purely vasoconstric- 
tory action without side effects. In patients with 
coronary sclerosis it is much safer than adrenalin, as 
has been proved by clinical experience as well as by 
electrocardiographic studies. 

The authors treated 21 patients, mostly elderly, 
with noradrenalin for conditions of circulatory col- 
lapse during operations. The drug was given by in- 
travenous drop infusion in a solution of 1 to 500,000 
or 1 to 1,000,000. The results were extremely satis- 
factory in all cases and far superior to those of ordi- 
nary adrenalin. 

In addition, noradrenalin is useful as a hemostatic 
in diffuse parenchymatous hemorrhages. Sponges 


soaked in a solution of 1 to 10,000 are applied locally 
to the bleeding surface. 
WERNER M. Sotmitz, M.D. 








ROENTGENOLOGY 


The Importance of Cerebral Angiography as a 
Means of Diagnosis and Localization of Intra- 
cranial Hematomas in the Supratentorial 
Space (Intérét de l’angiographie cérébrale comme 
moyen de diagnostic et de localisation des héma- 
tomes intra-craniens de |’étage sus-tentoriel). D. 
Petit-DuTAILLis, B. PERTUISET, and J. ROUGERIE. 
Presse méd., 1952, 60: 712. 


The authors discuss the importance of angiography 
for the localization of subdural, extradural, and in- 
tracerebral hematomas. They state that this meth- 
od is much more effective and less dangerous than 
ventriculography. The only contraindications to 
angiography are malignant hypertension, arteritis in 
the lower extremities, and a history of angina 
pectoris. 

The study is based on a series of 28 cases, 15 of 
which were subdural hematomas of the convexity; 1 
was a subdural hematoma of the base of the skull, 3 
were extradural hematomas and g were intracerebral 
hematomas. 

A number of instructive roentgenograms in the 
original article illustrate the typical findings. They 
show dilated blood vessels in the area surrounding 
the site of the hemorrhage, whereas in the area of 
the hematoma the pattern of vessels is blotted out, 
leaving an “empty space.” In extradural hematomas 
of the temporal region the sylvian and anterior 
cerebral arteries are displaced to the contralateral 
side. The “empty space” is located at the inferior 
quadrant, encroaching on the basilar region. 

The angiogram of intracerebral hematomas re- 
sembles closely that of tumors; however, the shape 
of the arteries surrounding the lesion and other 
characteristic details permit the differentiation be- 
tween the two conditions. 

WERNER M. Sotmitz, M.D. 


Planigraphy of the Temporal Bone. JoHANNEs Zim- 
MER. Acta radiol., Stockh., 1952, 37: 419. 


Planigraphy of the temporal bone as an aid in 
demonstrating or excluding cholesteatoma in chronic 
middle ear infection is described with a certain de- 
gree of enthusiasm in the somewhat scanty literature 
on the subject. It is also recommended in cases of 
tumors arising from the acoustic nerve, erosions of 
the facial nerve canal, affections of the labyrinth, 
abnormalities of the external auditory meatus, and 
to demonstrate anatomic conditions before radical 
mastoidectomy is performed. The roentgen diag- 
nosis of cholesteatoma in chronic middle ear infec- 
tion is often very difficult. The author uses a verti- 
cal type of planigraph with the patient in a sitting 
position. Four, or at the most 6, films are usually 
required. The positions used correspond to the Alt- 
schul, Runstrém II, Stenvers, and straight lateral 
projections. The position to be selected in each case 





PHYSICOCHEMICAL METHODS IN SURGERY 


192 


depends upon the preceding routine films and whether 
these are diagnostically satisfactory. 

The author presents 8 cases to demonstrate the 
value of the planigraph in demonstrating lesions in 
the temporal bone. Planigraphy of the temporal 
bone in chronic ear infection is indicated. 

Frank L. Hussey, M.D. 


Roentgen Examination of the Temporal Bone for 
Cholesteatoma. Tu. ROosENDAL and H. Ewert- 
SEN. Acta radiol., Stockh., 1952, 37: 431. 


It is generally accepted that cholesteatoma for- 
mation takes place secondarily to chronic otitis 
media by the growth of stratified cornifying squa- 
mous epithelium from the wall of the external audi- 
tory meatus through a marginal perforation in the 
tympanic membrane. The desquamated epithelial 
cells are deposited like the scales of an onion in the 
recessus epitympanicus, or in the antrum, and grad- 
ually give rise to bone destruction. The possibility 
of perforation into the labyrinth or intracranially, 
with a spread of the infection, therefore exists. 

Previously it was considered that the roentgeno- 
logic diagnosis of cholesteatoma was not difficult. 
This is still true in the case of large, well defined 
cavities demarcated by a dense margin and situated 
in the area corresponding to the antrum or the 
recessus epitympanicus. 

Of the roentgenological views most frequently 
employed, Runstrém’s II projection affords the 
best means of depicting the antrum and the recessus 
epitympanicus and of demonstrating destruction in 
cholesteatoma. A further projection, described by 
Chaussé, and a new one, by the authors, permit 
more adequate visualization of the anatomy of the 
middle and inner ear. In these projections the antrum 
and the recessus epitympanicus are seen free of the 
labyrinth. Their advantages are illustrated by 4 
cases, verified at operation, in which cavity forma- 
tion corresponding to the antrum and the recessus 
epitympanicus was demonstrated; in certain cases 
there was also destruction medially in the upper 
wall of the external auditory meatus, and in 2 cases 
a fistula in the lateral semicircular canal. 

FRANK L. Hussey, M.D. 


The Diagnosis and Differential Diagnosis of Menin- 
giomas (Ein Beitrag zur Diagnose und Differential- 
diagnose der Meningeome). L. PSENNER. Fortsch. 
Roentgenstrahl., 1952, 76: 567. 


The author discusses the roentgenological findings 
in 50 cases of meningioma which were confirmed 
either by operation or by autopsy. In addition, he 
discusses the differential diagnosis from other path- 
ologic conditions. A number of excellent roentgeno- 
grams accompanies this interesting article. 

Local signs at the bone caused by meningioma in- 
clude hyperostoses, spicula, abnormal blood vessels, 
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Fig. 1 
Fig. 1 (Psenner). Lateral picture of the sella turcica. 
Hyperostosis is caused by meningioma of the sphenoid 
body. The dorsum sellae appears somewhat thickened and 
shows the same structural changes. The meningioma, con- 
firmed by autopsy, was located anterior to the left pyramid 


and calcifications. At the base of the skull the 
hyperostosis is more diffuse, rarely homogeneous, 
but showing small spots of density. Another form 
reveals crestlike formations of new bone. This form 
is seen especially at the lamina cribrosa, the planum 
sphenoidale, and the tuberculum sellae. Frequently, 
tomographic pictures in the sagittal plane are useful 
in differentiating these bone formations from other 
conditions. 

Abnormal vessels occur only in meningiomas of the 
convexity. Dilatation of normal pre-existing vessels 





Fig. 3. Tangential picture of the vertex. Meningioma 
of the vertex confirmed by operation. Lawnlike formation 
of the spicula. 
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Fig. 2 
apex and had encroached on the sphenoid body. The 
tumor had not caused symptoms and was found by accident. 
Fig. 2. Lateral picture of the sella turcica. Osteoplastic 
metastasis of the sphenoid body after operation for carci- 
noma of the mammary gland. 


as well as atypical newly formed vessels in the 
diploe can be observed. 

Other pathologic conditions may cause pictures 
similar to those produced by meningiomas. Idio- 
pathic sclerosing hyperostosis is a disturbance of 
unknown origin and can be differentiated by the fol- 
lowing traits: it is limited to the involved bone and 





Fig. 4. Meningioma of the left parietal region. Circum- 
script thinning of the skull capsule in the area of the left 
parietal bone; only the outer table is preserved. Clinically, 
epileptic attacks of the Jackson type occurred for the last 
10 years, 
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Fig. 5. (Psenner). Lateral picture of the anterior fossa. 
The meningioma originates from the left anterior fossa and 
the lateral wall of the skull. In the frontal area are newly 
formed abnormal vessels. No hyperostosis is present. 
Epileptic attacks and visual disturbances have occurred 
for a year. 


does not pass beyond the sutures, the density of the 
bone is more homogeneous, and the contours of the 
involved bone are smooth. The sites of predilection 
are the maxilla and the sphenoid; the frontal and 
parietal bones are rarely affected. 

Differentiation from tumor metastases is often 
difficult or impossible by x-ray examination alone; 
only knowledge of a primary tumor or demonstra- 





Fig. 6. Meningioma, originating from the tentorium, 
confirmed by autopsy. Denser shadows in the center are 
caused by calcification. 
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Fig. 7. Calcified hematoma after birth injury. 





tion of other skeletal metastases will lead to the 
correct diagnosis in these cases. 

Hyperostosis in syphilis of the sphenoid bone, 
small osteomas of the clinoid processes, enostoses at 
the frontal bone, and hemangioma within the 
parietal bone are other conditions which must be 
differentiated from meningiomas. 

Of the 50 meningiomas observed by the author, 31 
were located at the base of the skull, 12 at the con- 
vexity, and the remainder originated from the 
tentorium, the fissure of Sylvius, or the ventricles. 

WERNER M. Sotmitz, M.D. 


The Relationship between Arthrosis of the Cervical 
Vertebrae and Motor Dysfunction of the 
Pharynx (Sui rapporti tra artrosi cervicale e dis- 
funzione motoria del faringe). FRANCO PEROTTI. 
Radiol. med., Milano, 1952, 38: 309. 

Two instances of dysphagia in the presence of 
cervical arthrosis are reported. The first case was 
that of a 58 year old male, suffering from a highly 
placed, painful dysphagia with a lump protruding 
from the posterior wall of the pharynx, which was 
covered by reddened mucosa. Roentgenologically 
there was observed, at the level of the protruding 
mass, a massive osseous bridge (osteophyte), uniting 
the borders of the fifth and sixth cervical vertebrae 
and protruding forward for a distance of 1 cm. The 
barium contrast test disclosed a persistence of the 
barium at the level of the protrusion and a paralytic 
filling of both the valleculae and the pyriform 
sinuses. Both the subjective difficulties and objec- 
tive findings underwent spontaneous amelioration 
when the acute inflammatory manifestations re- 
ceded. 

The second case was that of a 70 year old male 
who, of late years, had been experiencing a progres- 
sive form of difficulty in swallowing, especially in 
the swallowing of solid foods. The roentgen examina- 
tion disclosed signs of arthrosis of the fourth, fifth, 
and sixth cervical vertebrae, Between the fifth and 
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sixth vertebrae a prominent osteophyte protruded 
forward, which caused a lump in the posterior wall 
of the pharynx at this point. There was no evidence 
of involvement of the mucosa of the pharynx. In 
the barium bolus test the mass could be passed into 
the hypopharynx only after repeated attempts at 
swallowing. Here again there was paralytic filling of 
the valleculae and the pyriform sinuses, and the con- 
trast medium clung at the point of protrusion for a 
lengthy period (30 minutes). 

The 2 patients whose cases were reported showed 
a rather evident relationship between the cervical 
arthrosis and the dysphagic manifestations, and the 
conjecture arose as to whether the cervical arthrotic 
material available to the author for examination 
might not give some evidence of motor dysfunction 
of the pharyngeal muscles, although neither of the 
patients complained of dysphagic symptoms. 

The material consisted of 25 cases of cervical 
arthrosis; 3 of these were excluded from the study 
because of the presence of other morbid processes 
which might confuse the issue. Of the 22 remaining 
patients with cervical arthrosis but without subjec- 
tive complaints referable to the pharyngeal muscula- 
ture, 7 gave objective roentgenologic evidence of 
motor dysfunction of the pharyngeal muscles (delay 
in some phase of the swallowing act; paralytic 
filling of the valleculae, the pyriform sinuses, or of 
both; persistence of the contrast material at the 
level of the arthrotic changes). The eighth patient 
was included with the group in which the findings 
might be considered on the borderline between the 
normal and the pathological (mild roentgenologic 
evidence of the presence of an asymptomatic cervical 
arthrosis or an apparent sluggishness in the pharyn- 
geal phase of the act of deglutition). The latter 
condition is thought by the author to be present 
more often than is generally suspected. 

Although the author believes that this material 
demonstrates a causal relationship between cervical 
arthrosis and dysfunction of the pharyngeal muscula- 
ture, he does not wish to decrease the responsibility 
of the examiner to exclude other causes in the 
presence of dysphagia, particularly an_ initial 
pharyngeal neoplasm which is not yet demonstrable 
clinically or roentgenologically. 

Joun W. BRENNAN, M.D. 


The Roentgenologic Diagnosis of Tumors of the 
Spine; 70 Cases (La diagnosi radiologica dei 
tumori spinali, 70 casi). Gurpo Lomparpi. Radiol. 
med., Milano, 1952, 38: 193. 


The author reports a study of 70 surgically treated 
and histologically controlled spinal tumors. The 
material was observed at the tumor clinic in Milano, 
Italy. 

From the study of the literature and from the 
conclusions suggested by the material in question, 
the author emphasizes the indispensability of the 
roentgen examination in general, and of myelography 
in particular, in the early diagnosis of spinal tumors. 
This early diagnosis is peculiarly important in view 


of the fact that so many of these tumors are benign 
and so many can, at an early stage, be easily and 
successfully removed. 

A simple roentgenogram, without contrast medi- 
um, may be all that is needed when the bone changes 
affecting the peduncles and other structures at the 
level of the tumor are sufficiently marked and 
when the clinical findings agree with the diagnosis 
of tumor at that level; however, it must be remem- 
bered that such advanced bone changes belong on 
the whole to a late stage of the neoplastic growth. 

These considerations are particularly important 
with reference to the two great groups of benign 
tumor, the group of the meningiomas and the group 
of the neurinomas. In the author’s material there 
were 23 meningiomas and 26 neurinomas. In this 
total of 49 (70 per cent) of the 70 spinal tumors, 
only 5 were extradural and none was intramedul- 
lary. Only 1 of the meningiomas was extradural; all 
the rest were intradural-extramedullary; in fact, 
all were located in the dorsal segment of the spine 
except 1 which was located in the cervical segment. 
The neurinomas were not so restricted as to loca- 
tion; there were 7 cervical, 11 dorsal, 7 lumbar (below 
the conus medullaris), and 1 lumbosacral. Other 
distinguishing clinical, roentgenological, and patho- 
logical features between the meningiomas and the 
neurinomas are the larger size, softer consistency, 
and greater tendency of the neurinoma to penetrate 
from the inner surface of the dura (origin) into the 
extradural space. The meningioma is smaller and 
harder, and impinges more sharply upon (indents) 
the neighboring tissues. —The meningioma tends to 
develop late in life, the neurinoma at all ages. 

The chief reason for desiring early recognition 
of the intramedullary tumor is to avoid an unneces- 
sary operation, as these tumors are seldom remov- 
able. Their nature is recognized by the fact that 
they usually cause a uniform enlargement of the 
cord, which produces an elongated, ovular shadow 
defect without disturbing the normal position of the 
dural sac (shadow column); the contrast material 
usually passes on both sides with visualization of 
the entire process. At the upper and lower ends of 
the shadow defect dilated and tortuous veins are 
often visible on the dorsal surface of the cord itself. 

In the examination of the extradural tumors, of 
course, great care must be exercised to distinguish 
between the neoplasms which are primary in the 
spinal canal itself and those which enter it from 
the neighboring bone structures (metastases, echi- 
nococcus cysts). 

In the intradural-extramedullary tumors it is 
important not only to vary the body posture of the 
patient (tilting table) but also to wait for a sufficient 
time for the contrast medium to penetrate into all 
the crevices and pockets possible; in this manner 
what has seemed at first to be a complete block, the 
nature of which cannot be determined, may be 
transformed into a cupulalike termination of the 
shadow column, which will determine its diagnosis 
as an intradural-extramedullary neoplasm, 
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In general, the author is of the opinion that the 
myelographic examination with iodized oil (lipiodol, 
and particularly lipiodol “F’’) is justified on the 
least suspicion of a spinal neoplasm, the more so 
at present because the new lipiodol ‘‘F” preparation 
may be readily removed following the examination. 
Joun W. Brennan, M.D. 


Use of Rhenocain in Bronchography (Die Anwen- 
dung von Rhenocain bei Bronchographien). G. 
WortH and W. Hernz. Fortsch. Roentgenstrahl., 
1952, 76: 617. 

The authors report on a new local anesthetic, 
rhenocain, which was used for anesthetizing the 
mucous membrane in a series of 51 bronchographies. 
The chemical formula is: p-n- butylaminosalicylic 
acid diethylaminoethylcholesterol. It is used in a 
I or 2 per cent solution. 

The power of surface anesthesia of this compound 
is the same as that of pantocain, but the toxicity is 
only one-third of the latter, and the anesthesia is 
produced more rapidly. No side effects or intoxi- 
cation were observed in any case. 

WERNER M. Sotmitz, M.D. 

The ‘‘Veratmungsbronchogramm,” a_ Possible 

Method of Recognizing Pathological Move- 

ments of the Bifurcation of the Trachea (Das 

Veratmungsbronchogramm, eine Moglichkeit zur 

Erfassung pathologischer Bifurkationsbewegungen). 

K. LieBSCHNER and H. VIETEN. Fortsch. Roentgen- 

strahl., 1952, 76: 443. 


In some diseases of the thorax, analysis of the mo- 
tions of the mediastinum is of great importance. In 
his introduction, the author points to the numerous 
investigations conducted by Dahm, Weber, and 
others. 

Extensive pathological mediastinal movements are 
recognizable during fluoroscopy, and are more read- 
ily observed in the kymograph. Roentgencinema- 
tography will also be of aid in clarifying the condi- 
tion. However, the two last named procedures are 
rather complicated for the average radiologist and 
therefore the author investigated the practicability 
of the ‘‘veratmungsbronchogramm.” By this term 
the author refers to two exposures taken during deep 
inhalation and exhalation on the same film after 
the introduction of a dye into the tracheobronchial 
system. 

The procedure is as follows: (1) bronchography in 
the usual manner (one side only); (2) partial with- 
drawal of the catheter until its tip is located just 
above the carina; (3) injection of a few drops of dye 
for the purpose of visualization of the bifurcation; 
and (4) two exposures of the same film, one during 
deepest inhalation and the second during the strong- 
est exhalation, and withdrawal of the catheter after 
the first exposure, which permits separation of the 
two exposures on the film. 

In a normal, healthy person, the mediastinum 
shows no movement to the side. Motion of the 
carina appears only in an apicocaudal direction. 
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The changes in the caliber of the trachea and in the 
main-stem bronchi are minimal. 

A respiratory movement sideways appears if there 
are respiratory pressure differences in the two 
sides (usually caused by bronchostenosis). If the 
function of the diaphragm is not disturbed, motion 
of the bifurcation during the inhalation always ap- 
pears on the diseased side. In case of bronchosteno- 
sis and paradoxical movement of one diaphragm, the 
motion of the bifurcation may be directed to the 
undiseased side. Only a centrally located stenosis 
causes such sidewise movements; peripherally located 
stenosis usually shows no effect on the mediastinum. 

The author made his investigations on 68 patients 
with bronchostenosis and could prove the reliability 
of the method. Sixty-six patients had bronchogenic 
carcinoma and in 2 instances the stenosis was of dif- 
ferent etiology. Several illustrative cases are pre- 
sented. 

It is emphasized that this respiratory motion of 
the bifurcation is only visible if the mediastinum is 
freely movable. Extensive metastasis to the lymph 
nodes may block its mobility, and this method may 
therefore prove to be a criterion as to whether or not 
the tumor is still operable. It is also pointed out that 
respiratory motion of the bifurcation may be caused 
by pneumothorax, kyphoscoliosis, and pleural ad- 
hesions. Ericu Strasser, M.D. 


Concerning the X-ray Symptoms of a Special Kind 
of Bronchogenic Carcinoma, the So-called Iso- 
lated Round Tumors (Zur Rontgensymptomato- 
logie der sogenannten isolierten Rundtumoren, einer 
besonderen Wachstumsform der Bronchuskarzino- 
me). E. Vocrer and R. Amon. Fortsch. Roent- 
genstrahl., 1952, 76: 45. 


The isolated round tumors represent a form of 
the bronchogenic carcinomas which are situated 
in the periphery and not connected with the hilus. 
They are the most rewarding type of tumors for 
the surgeon. According to the authors’ investiga- 
tions, only 6 per cent of all bronchogenic carcinomas 
show no metastases to the regional lymph nodes; 
therefore, early diagnosis is imperative. The fre- 
quency, according to Pohl, is 10 per cent, to An- 
acker, 11 per cent, in their bronchogenic carcinoma 
statistics. 

The site of the carcinoma may be anywhere in 
the periphery of the lung, but the favorite location 
is the upper parts of the lung. The growth is 
macroscopically expansive. It originates from the 
smaller branches of the bronchial tree, but the ex- 
act point of origin cannot always be determined. 
Histologically, these lesions are giant cell, small 
cell, or squamous cell carcinomas; other types are 
rare. The authors have been able to differentiate 
two types—with and without decay. 

Isolated round tumors without decay. The roent- 
gen picture shows smaller or larger round shadows 
of striking density in the periphery, which is of 
value in differentiating them from inflammatory 
changes. The delineation is sharp and not always 
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of ideal spherical form. The surrounding lung tis- 
sue is, as a rule, without reaction (an exception 
is represented by the so-called “scar” carcinoma 
which originates in tuberculosis scars). The size 
varies from that of a cherry to an ordinary (man’s) 
fist, but the tumor may also occupy almost an en- 
tire lobe. The lymph nodes are rarely involved. 
The growth of this type of tumor is directed pe- 
ripherally; the pleura and, in some cases, even the 
thoracic wall may be involved. The differential 
diagnosis may be difficult. One must take into 
consideration cysts—echinococcus and dermoids. 
Characteristic of these tumors is the great density 
and their tendency never to calcify. 

Bronchography and tomography may be of 
great value. 

Isolated round tumors with decay. The diagnosis 
of this kind of tumor may be very difficult, if not 
impossible. Pape, in his recent paper on the dif- 
ferent types of lung cavities, pointed this out, and 
we are obliged to emphasize the veracity of his 
findings. 

The decay begins, as a rule, in the center of the 
tumor and is directed peripherally. Usually only 
one cavity appears, but multiple cavitation is 
known (Pape). Fluid may be seen in the center 
of the cavity. Tomography is, of course, of great 
value. The differential diagnosis between a tumor 
cavity and a nontumorous cavity may be extreme- 
ly difficult (usually impossible), except that there 
are other symptoms such as mediastinal lympha- 
denopathy, destruction of the thoracic wall, or 
other metastases. 

Characteristic of the tumor cavity is its thick 
walls, the sharp outline against the surrounding 
lung tissue and the scalloped inner surface; how- 
ever, it must be emphasized that the tumor cavi- 
ties may assume the contours of any other cavernous 
lung disease. Ericu Strasser, M.D. 


Concerning the X-ray Appearance of the Primary 
Pleural Cancer (Das Roentgenbild des primaeren 
Pleurakrebses). W. Prerrer and A. Wertss. Fortsch. 
Rontgenstrahl., 1952, 76: 460. 


The primary pleural cancer includes pleural endo- 
thelioma, sarcoma, and carcinoma. The frequency, 
according to Grabow, is 42, 35, and 23 per cent, 
respectively. 

One must emphasize that the morphology problem 
is still unsolved by the pathologists. 

The authors have seen 12 primary pleural cancers 
in the last 3 years. The diagnosis could be made in 
It cases in vivo. The diagnostic procedure was as 
follows: 

1. Fluoroscoping of the chest for the purpose of 
orientation 

2. Tapping of the fluid in the pleural cavity 

3. Diagnostic pneumothorax 

4. Second fluoroscoping of the thorax, with films 
in two planes 

5. (a) Thoracoscopy and biopsy from the pleura 
costalis and visceralis, or (b) if the thoracoscopy 
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should not be possible, exploratory thoracotomy 
with biopsy. 

An accident has never occurred with this pro- 
cedure. 

In 4 of 11 of the patients the thoracoscopy was 
possible and biopsy also. In the remaining 7 pa- 
tients, an exploratory thoracotomy had to be done 
to secure the diagnosis. 

A patient is suspected of having pleural cancer if 
one or more of the following conditions are present: 

1. Permanent fluid in the pleural cavity contain- 
ing blood which recollects rapidly after each tapping 

2. Increasing shrinkage of the diseased site of the 
chest 

3. Increase of pains in the chest of a segmental 
character 

4. Lack of deviation of the mediastinal organs in 
spite of extensive fluid 

5. An almost normal temperature. 

The roentgen-ray findings which are particularly 
clear after tapping and with a diagnostic pneumo- 
thorax are: 

1. An enlargement of the pleura visceralis and 
costalis, with nodular or granular appearance 

2. A lack of deviation of the heart and mediasti- 
num toward the healthy side. In advanced cases a 
shrinkage of the diseased side is present in spite of 
the extensive fluid. 

3. Rib erosions at the level of the enlargement of 
the pleura. 

One must emphasize that a pathognomonic sign 
does not exist. All that an x-ray examination can 
do is to suggest the possibility. Further examina- 
tions along the lines described are necessary to con- 
firm the diagnosis. Biopsy is the only proof. 

Erica A. Strasser, M.D. 


A New Angiocardiographic Method —Catheterism 
of the Heart with a Rubber Balloon Which 
Can Be Inflated Within the Cardiac Cavity 
(Su un nuovo metodo angiocardiografico—Il cate- 
terismo cardiaco con palloncino apribile in cavita). 
E. Gracosrini and G. Marcozzi. Ann. ital. chir., 
1952, 29: 9. 

The apparatus which the author used for his 
examination of the heart consists of an ordinary 
cardiac catheter to the end of which has been 
soldered a silver tube of the same diameter as the 
catheter and about 10 mm. in length. The end of 
this tube is open and in communication with the 
lumen of the catheter. Two other apertures are 
on the side of the tube. A small sphere of silver is 
soldered to the extremity of a rustless steel wire. 
It is of so small a diameter as not to obstruct the 
lumen of the catheter. This tiny wire is passed 
through the catheter lumen and attached to a 
plunger apparatus at the other end. The mechanism 
serves either to draw the silver ball against the open 
end of the silver tube and thus occlude its lumen, or 
to dislodge the ball from this point. The silver ball 
not only serves to occlude the lumen of the silver 
tube but also retains the introflected edges of the 
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further opening of the rubber balloon. Thus, when 
the ball is dislodged, it loosens the edges of the aper- 
ture and permits the balloon to fly open. The 
proximal or basic attachment of the balloon is on the 
catheter about 2 cm. back from the silver tube. Thus 
the balloon, sealed proximally by a delicate plastic 
ring (which does not interfere with the introduction 
of the apparatus) and distally by the silver sphere, 
may be distended with the contrast material through 
the tiny apertures in the side of the silver tube. 

Obvious, therefore, is the modus operandi. Two 
syringes are attached to the plunger apparatus; 
they also communicate with the catheter, the one 
serving to aspirate air from the system, the other 
to inject the contrast material (70% ioduron). A 
series of reproductions of cinematograms (14 pic- 
tures per minute) show, on the dog, the dramatic 
results to be expected with not more than 30 c.c. 
of the contrast medium. Electrocardiograms have 
shown that there is no notable change in the cardiac 
tracings, either with the introduction of the catheter, 
or with the injection, directly into the right atrial 
chamber, of 30 cc. of the contrast material. 

It is also, of course, obvious that the intracardial 
pressures may be measured and samples of blood 
may be taken with this same apparatus. Several 
other advantages of this method are claimed by the 
author. Gentle flow of the contrast material into 
the cavity of the right atrium eliminates any tend- 
ency toward spasm or irritation peculiar to the 
other methods of driving the material through the 
veins to the heart under high pressure. The cardio- 
angiograms are also clearer per unit amount of in- 
jected contrast material, as the material is discharged 
closer to the point of dispersion; this can be of 
decisive importance in the diagnosis of interatrial 
communication (patent foramen ovale). The ulti- 
mate advantage, however, lies in obtaining satis- 
factory results with a minimal quantity of opaque 
substance. Joun W. Brennan, M.D. 


Indications and Technique of Retropneumoperito- 
neum in Urology (Indicazioni e tecnica del retro- 
pneumoperitoneo in urologia). Giacomo ARRIGONI 
and GIANNI CoLomso. Arch. ital., urol., 1952, 25: 220. 

The technique of retropneumoperitoneum used by 
the authors was essentially that originally described 
by Ruiz Rivas in 1947. With the patient in the genu- 
pectoral position, 1,000 to 1,200 c.c. of oxygen were 
injected into the retroperitoneal connective tissues, 
the needle having been inserted just anterior to the 
end of the coccyx. In all of the work not a single acci- 
dent occurred. Complaints on the part of the pa- 
tient of pain in the region of the hypochondrium 
were never of serious import. The diffusion of the 
gas was watched with the fluoroscope and then the 
roentgenogram was taken. More than one film was 
exposed when the findings seemed to warrant it. 

The authors also experimented with Lysholm’s grid 

and with the stratigraphic technique suggested by 

Vespignani and Zennaro (Surg. Gyn. Obst., Internat. 

Abstr. Surg., 1952, 94: 173). 
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The authors’ report is based on 37 subjects with 
various urologic conditions. There were 2 instances 
of total congenital renal aplasia, 2 of horseshoe kid- 
ney, 1 case of reduplication of the right kidney, 3 
cases of functional exclusion of the organ (renal 
“hibernation”, 5 examples of hydronephrosis, 12 of 
pyonephrosis (calculous and tubercular), 3 observa- 
tions of renal neoplasm, 1 case of superimposed 
hydrops of the gallbladder, 1 of neoplasm of the right 
mesocolon, and 1 of an anomalous pedunculated he- 
patic lobe. 

Most interesting was the demonstration of the 
enlarged suprarenal glands, in the appearance of a 
Phrygian cap, in an instance of Cushing’s disease 
(hypophyseal corticosuprarenal syndrome). Here 
stratigraphy was tried but without better results 
than those of simple roentgenography. 

The authors consider the method here described 
to be indicated in the following conditions: 

In the various anomalies of congenital character 
involving the kidneys, the indication for the method 
is most important, and this includes the congenital 
faults with reference to reduplication and to abnor- 
malities of form and position. In the last conditions 
the information acquired is of value not only for 
purposes of diagnosis but also for purposes of treat- 
ment, e.g., the nature of the conjunction between 
the two halves of the kidney in horseshoe kidney can 
be visualized. 

Of especial import is also the demonstration of 
functional exclusion of the kidney and its distinction 
from aplasia of the organ. The value of the method 
in hydronephrosis, solitary cyst of the kidney, and 
neoplasm has already been alluded to. Numerous 
excellent roentgenograms in the original text illus- 
trate the findings in the majority of these conditions. 
Joun W. BRENNAN, M.D. 


X-ray Findings in the Digestive Tract after Va- 
gotomy (Roentgensymptome des Verdauungska- 
nals nach Vagotomie). Z. ZSEBOEK. Fortsch. Ront- 
genstrahl., 1952, 76: 489. 


The author performed follow-up examinations in 
44 patients after vagotomy following an interval of 
18 to 24 months. 

The technique was the usual one. It started with 
examination of the mucosal relief by means of giving 
the patient a few swallows of barium which was fol- 
lowed by total filling of the stomach. A control 
examination was done after 4 and 24 hours. 

He describes the most important early symptom 
as an extensive atony, a remarkable retarding of the 
motility. There was also an increased amount of 
stomach gastric secretion. 

In 50 per cent of the cases hypertrophic gastritis 
occurred which was particularly severe if no resec- 
tion was done before. 

Among the late symptoms one must emphasize 
the changes of the colon and of the small intestine 
which are either a consequence of the disturbed 
stomach function or a direct consequence of the 
vagotomy. 
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There can be no doubt that the changes occurring 
in the mucosa after vagotomy are detectable by the 
radiologist. The hypertrophic gastritis can be so se- 
severe that mistaken diagnoses of tumor and polypo- 
sis have been made. A case of Asher is mentioned in 
which he operated under the diagnosis of malig- 
nancy. According to the author’s investigations the 
gastritic changes have been very severe, which 
findings have been confirmed by Paulsson, Wolff, and 
Asher. When vagotomy plus resection was performed, 
symptoms occurred in only 50 per cent of the 
patients. The author believes that the severe changes 
in the gastric mucosa are caused not only by the 
disturbance of the natural nervous balance in the 
mucosa but also by the food retained in the stomach. 

Changes concerning motility and peristalsis have 
already been mentioned. The author calls attention 
to the 80 cases investigated by Isaac-Ottoman and 
Weinberg. They controlled their patients for a post- 
operative interval of 7 days, 4 weeks, and 6 months, 
and found that atony was present in 57, 58 and 33 
per cent, respectively, retarding of the motility in 
80, 41, I5 per cent, respectively, and decrease of 
peristalsis in 87, 83, 43 per cent, respectively. There- 
fore, it is not surprising that we could not find normal 
peristalsis in from a fifth to a third of the cases 
within a year. Similar reports were published by the 
Soviet authors Jahnics and Kuzmin. 

The author believes that the disturbance of the 
function of the small intestine is not only caused by 
dyspepsia, but is also an organic consequence of the 
vagotomy. 

Finally, there are changes in the tonus of the small 
intestine as well as the dyskinesia of the colon. 

Ericu StrAssER, M.D. 


Roentgenologic Differential Diagnosis of Tumors 
of the Duodenal Bulb (Roentgenologische Dif- 
ferentialdiagnose der Tumoren des Bulbus duo- 
deni). R. BAveR and H. Hartwec. Fortsch. 
Rontgenstrahl., 1952, 76: 468. 


Neoplasms of the duodenal bulb are extremely 
rare. Pacetto found only 3 to 9 cases among 10,000 
autopsies. The number of roentgenologically diag- 
nosed cases is remarkably smaller. The author be- 
lieves that with detailed technique it is possible to 
make the diagnosis in most of the cases. 

Carcinoma is extremely rare. Chassing and Hin- 
ton describe three forms: (1) the obstructing, (2) 
the ulcerative, and (3) the perforating. The symp- 
tomatology is not pathognomonic and the most that 
the radiologist may do is to suggest the diagnosis. 
It must be emphasized that it is impossible to dis- 
tinguish between a perforated carcinomatous lymph 
node and a primary carcinoma of the duodenal 
bulb in advanced cases. A case of carcinoma of the 
pancreas which perforated into the duodenum is de- 
scribed. 

More important and of more diagnostic value is 
the recognition of benign tumors. The leading 
symptom of this disease is the filling defect. The 
author emphasizes that the same picture may be 
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produced by extrinsic pressure and calls attention 
also to foreign bodies (food). Of further importance 
is the surface relief of the tumor. Usually the relief 
is not distorted over the benign tumors, but lack 
of the normal relief is not a sign of malignancy. On 
the other hand, ulcerations and wall infiltrations are 
highly suggestive of cancer. 

Furthermore, the author describes several cases 
of benign tumors (papilloma, myoma, and fibro- 
adenoma). He also describes a case of tuberculoma 
and emphasizes that only 2 cases are published in 
the German literature. Tuberculoma of the duodenal 
bulb is extremely rare and the new symptom for 
its recognition is indicated as a constricting circle 
around the tumor on compression. Metastasis in 
the walls of the bulbous portion is also extremely 
rare. The 2 cases described in the literature have 
both been metastases of melanoblastomas. The 
roentgenological appearance was that of a big ulcerous 
process similar to an ulcus callosum. He describes 
the case of a 43 year old white female. 

The prolapse of the mucosa of the stomach pro- 
duces a filling defect on the duodenal bulb. This 
disease is not at all rare, as has been shown by 
American research in the last years. The author 
quotes the symptoms as found by Warmoes and 
Pennewaert. He adds a case of his own. 

A picture similar to that of mucosal collapse is 
produced by polyps of the stomach which prolapse 
into the duodenal bulb. But one must hold in mind 
that mucosal prolapse is far more frequent than pro- 
lapsed stomach polyp. Ericu A. Strasser, M.D. 


Visualization of the Gallbladder by Means of Ex- 
traperitoneal Pneumoabdomen and of Plani- 
graphy (Visualizzazione della colecisti mediante 
pneumoaddome extraperitoneale e_ stratigrafia). 
PAOLO BRAGGION and GIOVANNI Potvar. Radiol. 
med., Milano, 1952, 38: 239. 

By means of 100 routine retroperitoneal artificial 
emphysemas done by the method of Ruiz-Rivas and 
executed for various purposes at the Istituto Radiolo- 
gico della Clinica Chirurgica di Padova, Italy, the 
authors were able to visualize the gallbladder in 10 
(10 per cent) of the cases. 

The purpose of future work will be to increase this 
percentage as much as possible and to test the ade- 
quacy of the method worked out on pathological 
material. This will be reported later. For the 
present the authors have been working with the 
left lateral decubitus position during the injection 
itself; however, they have as yet been able to test 
this technique on only 1 pathological case. This 
case is here reported: 

The patient, a 51 year old woman, had been suf- 
fering for about 6 years from epigastric colic fol- 
lowed by vomiting. There was a period of icterus of 
3 months’ duration. Roentgenologic examination 
of the gastrointestinal tract disclosed perigastritis 
and periduodenitis. The region of the gallbladder 
did not present any shadows evidencing the presence 
of roentgen-opaque stones. 
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With the patient in the left lateral decubitus posi- 
tion, 1,000 c.c. of oxygen were introduced by the 
Ruiz-Rivas technique. Following this the standard 
roentgenogram of the abdomen showed good 
visualization of the kidney and suprarenal gland. 
The inferior margin of the liver appeared to be 
somewhat thickened and the medial third presented 
a formation with a degree of opacity similar to that 
of the liver parenchyma. It was about the size of a 
hen’s egg, but not well visualized by means of the 
gas (adhesions). 

The stratigram (planigraphy) showed that the 
formation in question was situated at a depth of 17 
cm. from the plane of the dorsal skin. It was thought 
that this formation represented the enlarged gall- 
bladder; anyhow, at operation the gallbladder was 
found to be markedly enlarged and it contained 
numerous cholesterin stones. The choledochus was 
ectatic, probably as a result of the previous inflam- 
matory attacks. 

The authors wish to present this method as a new 
means of visualizing the gallbladder which has not 
been rendered opaque by other means, and par- 
ticularly by methods using contrast materials. 
This method may or may not be employed in con- 
junction with planigraphy. 

Joun W. BrennNAN, M.D. 


The Uterine Cervix and Isthmus Under Normal and 
Pathological Conditions. Jan Aspitunp. Acta 
radiol., Stockh., 1952, Supp. gt. 


The author presents an analysis of over 1,000 
hysterograms with special reference to the roent- 
genographic appearance of the uterine cervix and 
isthmus, and the possibility of a correlation between 
the roentgen findings and the clinical history. Good 
films of the cervix and isthmus were obtained: 

The normal radiographic appearance of the cervix, 
i.e., the type which was most commonly encountered, 
varied greatly. Broadly speaking, it may be defined 
as spindle-shaped or pear-shaped, to a greater or 
lesser degree, and flattened anteroposteriorly; as a 
rule the outlines of the cervical walls are uniformly 
serrated, a pattern which is produced by the plicae 
palmatae. The width of the cervix and the pattern of 
the cervical mucosa often show variations during the 
menstrual cycle; the cervix is usually wider in the 
proliferative phase than in the secretory phase and 
the serrated pattern of the mucosa is more marked 
in the proliferative phase. In women who have 
borne children the cervix has much the same appear- 
ance although the mucosal pattern is often smoother 
than in nulliparas. 

The isthmus was distinctly outlined in about half 
of the hysterograms studied. It was usually cylindri- 
cal in shape, to a greater or lesser degree, varied in 
length and width of the internal os, i.e., the transi- 
tion from cervix to isthmus, or—in the hysterograms 
in which the latter could not be recognized—the 
transition from cervix to corpus showed variations 
during the menstrual cycle; in the proliferative phase 
it was much wider than in the secretory phase; its 
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dilatability was also greater in the proliferative 
phase. The suggestion is offered that the variations 
in the width are due to changes in the tone in this 
region. The change in the width apparently occurs 
between the thirteenth and sixteenth day of the 
cycle, i.e., at the time at which ovulation is said to 
occur. 

It was found that endocrine therapy influenced the 
width of the internal os; it became wider following 
the administration of estrogen and narrower after 
the administration of progesterone. 

Hysterograms of the pregnant uterus made at dif- 
ferent times during pregnancy revealed that the cer- 
vix and isthmus had much the same appearance as 
those of the nonpregnant uterus, although both 
structures were generally markedly lengthened. Up 
to the fifth month of pregnancy there was no evi- 
dence, roentgenologically, of an unfolding of the 
isthmus. The transition between the cervix and isth- 
mus was often narrow. The suggestion is offered that 
this part represents the “obstetrical” internal os, 

Special attention was paid to the roentgenographic 
appearances of the cervix and isthmus which de- 
parted from the normal, and the possibility of a con- 
nection between abnormal roentgen findings and the 
clinical history was investigated. 

A relationship between the width of the cervix and 
leucorrhea does not seem to exist. Occasionally, the 
pattern of the cervical mucosa was markedly irregu- 
lar. There was no evidence of a relationship between 
the roentgenographic and microscopic appearances 
of the cervical mucosa. It was therefore believed 
that a diagnosis of cervicitis could not be made from 
the hysterogram alone. 

In some cases the folds of the cervical mucosa ran 
longitudinally towards the isthmus. This observa- 
tion was made relatively often in cases in which the 
patients had previously had gonorrhea (60 per cent), 
and in 20 per cent of cases of tuberculous salpingitis 
or endometritis. The suggestion is offered that this 
pattern might be produced by cicatrization in the 
submucosa, the cicatrices being the result of trauma 
or inflammatory processes. 

A narrow internal os (2 mm. or less) was often ob- 
served in cases in which a dilating operative proce- 
dure affecting the region of the isthmus was followed 
by an infection. It was found that the frequency of a 
narrow internal os in cases of dysmenorrhea was not 
greater than in cases without a history of painful 
menstruation; nor was the dilatability of the internal 
os smaller than in the control cases. On the basis of 
this observation the view is advanced that a spasm in 
this region is not a constant feature of dysmenorrhea. 
A remarkably wide internal os was found in cases of 
cystic glandular hyperplasia. The same observation 
was made in the presence of submucous myomas and 
polyps, particularly in cases in which the growths 
were localized in the lower part of the uterus. The 
internal os was also remarkably wide in cases of 
habitual abortion. The suggestion is offered that an 
abnormal width of the internal os might be the 
cause of the abortions in some of these cases. The 
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isthmic mucosa very rarely showed an abnormal pat- 
tern. Wherever it was observed, the outlines of the 
mucosa usually showed very characteristic changes 
consisting in crypts and ductlike projections. 

The past histories in almost all of these cases re- 
vealed that the patients had had one or several 
curettages. This observation led to the assumption 
that the irregular pattern of the isthmic mucosa 
might have been caused by endometriosis. 

Large fistulas in the region of the isthmus were 
found in only a few cases. It was believed that they 
were the roentgen sign either of an existing tuber- 
culous infection of the cervix and isthmus, or of one 
that had healed. 

The possibility of the existence of a sphincter at 
the internal os is discussed. The musculature of uteri 
of fetuses at different stages of development was in- 
vestigated. In none of the specimens studied was it 
possible to distinguish a sphincter at the junction of 
the cervix and isthmus. Nevertheless, the observa- 
tions made by many investigators strongly suggest 
that a sphincteric mechanism really does exist. 

Concerning the functional importance of the 
sphincter at the internal os, the following possibil- 
ities were considered: with the cervical mucus, the 
sphincter might close the uterine cavity and thereby 
would protect it effectively against an ascending in- 
fection; it might be concerned in the transport of the 
spermatozoa; the tone of the internal os seems to 
play an important part in maintaining pregnancy. 

Frank L. Hussey, M.D. 


Placental and Pelvic Angiography by Retrograde 
Percutaneous Injection of the Femoral Artery. 
Davip Sutton. Brit. J. Radiol., 1952, 25: 320. 


Two years ago the author made his first attempt 
to inject a contrast medium percutaneously in a 
retrograde direction into the femoral artery, with the 
aim of producing under forced pressure an opacifica- 
tion of the pelvic vessels. After some modification of 
the technique of injection, sufficiently satisfactory 
results were obtained to warrant the publication of 
the present preliminary report. 

The author suggests that the following conditions 
are suitable for forced retrograde femoral arteriog- 
raphy: (1) placenta previa; (2) pelvic tumors; and 
(3) vascular lesions. 

Rohan Williams, in 1950, divided the roentgeno- 
graphic methods available for demonstration of the 
placenta previa into three groups: (a) amniography; 
(b) direct placentography (by soft-tissue roentgenog- 
raphy); and (c) indirect placentography (by contrast 
cystography). A fourth method may be added: the 
direct visualization of the placenta by contrast in- 
jection of its arterial supply, as, for example, by 
means of lumbar aortography. The author believes 
that percutaneous retrograde contrast injection via 
the femoral artery constitutes a simpler procedure of 
direct angiography of the placenta than lumbar 
aortography. Three cases of suspected placenta pre- 
via have so far been investigated and the results ob- 
tained were encouraging. 
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In pelvic tumors, the advantage of percutaneous 
retrograde femoral arteriography lies in the fact that 
an opacification of the pertinent vessels can be ob- 
tained without the necessity of general anesthesia 
and lumbar aortography. 

As regards the vascular lesions, it.is expected that 
obliterative vascular disease, aneurysms, and angio- 
mas will prove equally well demonstrable by this 
procedure. 

The author includes brief summaries of 3 cases (1 
case with disproved placenta previa, 1 case with 
confirmed placenta previa, and 1 case with metasta- 
tic thyroid carcinoma to the left ilium), with angio- 
graphic illustrations to prove the value of the pro- 
cedure. 

The modified technique of the injection is as fol- 
lows: after the preliminary administration of 60 
mgm. of phenobarbitone or 20 mgm. of omnopon a 
local anesthesia is produced at the site of injection. A 
standard wire 17-gauge needle (instead of the 18 
s.w.g. needle employed for routine femoral arteriog- 
raphy) is used in order to avoid undue trauma to the 
vessel wall. This needle is attached to a 30 c.c. 
syringe with a large cap plunger by a reinforced pres- 
sure tubing, permitting manual injection under high 
pressure. With the use of 25 c.c. of 50 per cent 
diodone under considerable force, successful opacifi- 
cation as high as the lower part of the abdominal 
aorta has been achieved. The occlusion of both 
femoral arteries (by inflating sphygmomanometer 
cuffs round the thighs) and the performance of the 
Valsalva maneuver by the patient immediately prior 
to the injection are of definite aid in increasing the 
degree and extent of opacification. 

In cases of pregnancy, only 3 roentgenograms are 
made—the first just before the end of the injection, 
the second about 3 seconds later, and the third 4 
seconds after the second roentgenogram. In non- 
pregnancy cases, 4 or more serial roentgenograms 
are made in rapid succession within 6 to 8 seconds, 
the first film being exposed when two-thirds of the 
contrast solution has been injected. 

Forced retrograde percutaneous injection of the 
femoral artery has been performed by the authors 
nine times in 7 patients. Extravasation occurred in 
one instance and, therefore, caution is recommended. 
No other complications or ill effects were noted. 

T. Leucutia, M.D. 


Insufflation of the Extraperitoneal Tissue in the 
Roentgen Examination of the Kidney with Spe- 
cial Emphasis upon the Possibilities of Stra- 
tigraphy (Die Insuffation des extraperitonealen 
Bindegewebes in der Roentgendiagnostik der oberen 
Harnorgane mit besonderer Beruecksichtigung der 
Moeglichkeiten der Stratigraphie). G. DELL’ADAMI 
and C. MENEGHINI. Fortsch. Roentgenstrahl., 1952, 
79: 77. 

In 1947 Ruiz-Rivas, Alvarez, and Mosca suggest- 
ed a special method of insufflating the extraperitoneal 
tissue presacrally, in order to facilitate the x-ray 
examination of the retroperitoneal organs. This diag- 
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nostic method represents a remarkable improvement 
in the examination of these organs. 

The method reported is called ‘“‘retropneumoperi- 
toneum,” after de Gennes and associates, or “‘extra- 
peritoneales pneumoabdomen” after Bonomini. It 
gained rapid popularity through the publications of 
French, Spanish, and Italian authors. All authors 
were agreed in their belief that this method is a very 
valuable one. In the present article the technique 
and the results of the method are described. 

The air is injected presacrally in order to avoid 
injury to important organs. The flat film taken after 
inflation permits many diagnoses, but better results 
are obtained with the use of tomography. It is to 
the credit of Bonomini that he was the first to recog- 
nize this. In the experience of the authors, tomog- 
raphy of the extraperitoneal pneumoabdomen repre- 
sents a remarkable improvement. Not only is the 
urinary tract visible, but very often the pancreas 
also. 

With a needle 6 cm. long, one injects from 600 to 
1,500 c.c. of oxygen and carbon dioxide into the 
retroperitoneal space. Insertion of the needle is 
usually not difficult; best results are obtained with 
the patient in a knee-chest position. After the needle 
is brought into position, the patient is turned on his 
back (flat position) and the insertion of oxygen is 
accomplished by means of a small balloon—to be 
observed preferably under the fluoroscope. After the 
flat film of the abdomen, tomograms are taken in a 
depth of from 6 to 12 cm., beginning from the back. 

It is advisable to administer morphine an hour be- 
fore this process takes place. Pains are sometimes 
extensive, but are soothed away within a short time. 
Serious complications have never been observed. 

Several illustrations are included, to explain the 
value of this method. Kidney, adrenal gland, ureter, 
and kidney vessels are well represented. 

Ericu Strasser, M.D. 


A Contribution to the Roentgenologic Study of 
Eosinophile Granuloma of Bone (Contributo 
allo studio radiologico del granuloma eosinofilo 
osseo.) ADELFO CrostA. Radiol. med., Milano, 
1952, 38: 289. 

Three cases of eosinophile granuloma of bone are 
reported, The first patient was a 50 year old boat- 
man who a month and a half previously had suf- 
fered a slight trauma in the lower third of the left 
leg. Fifteen days later lancinating pains occurred 
over the lower third of the left tibia; 5 days later the 
pain became more pronounced, especially to pres- 
sure, there were nocturnal exacerbations and the 
patient began to limp. Finally, the pains were such 
that the patient was confined to bed. 

Examination disclosed on the medial aspect of the 
lower third of the left leg, over the tibia, a hazelnut- 
sized swelling. Over this tumor the skin was of nor- 
mal color, tumescent, but not easily elevated in folds. 
The consistency was hard-elastic. 

Blood examination showed a mild eosinophilia 
(6%) and roentgenologic examination disclosed on 
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the lower third of the posteromedial aspect of the 
left tibia an osseous shadow defect with clearly delim- 
ited borders, without sclerotic changes in the sur- 
rounding boneand with only slight periosteal reaction. 

The operation brought to light at the designated 
spot on the left tibial bone an osseous defect with a 
protruding meaty mass of quasigelatinous consist- 
ency, and of a reddish yellow tint. The wound 
healed without incident and a control roentgenogram 
2 years later showed merely a predominantly cortical 
patch of sclerosis at the seat of the former lesion. 

The small mass of granulomatous tissue, removed 
by curettement, was composed of numerous ele- 
ments of inflammatory nature, small round cells, and 
granulocytes. Most of the latter cells were eosino- 
phils. There were a few plasma cells and multinu- 
cleate giant cells. The stroma was rich in endothelio- 
reticular elements (large clear cells with finely retic- 
ulated pallid nuclei) and peripherally disclosed mono- 
nuclear phagocytic and giant eosinophilic cells. The 
diagnosis was eosinophile granuloma of bone. 

The second patient was a 22 year old electrician, 
who, following a day of intense labor, began to suffer 
from a mild pain in the region of the left leg and 
ankle. The pain increased during the subsequent 
days but decreased at night. There was mild ten- 
derness to pressure. Later a swelling of the inferior 
third of the left leg appeared. 

Examination disclosed some muscular atrophy of 
the left leg, the mentioned swelling, and some en- 
largement of the tibia itself at that level. The lab- 
oratory showed a mild blood eosinophilia (7%) 
and the roentgenogram exhibited an osseous rarefac- 
tion on the diaphysis with evident signs of sclerotic 
changes in the bone tissue internal to the defect. 
The tibia itself portrayed a fusiform enlargement. 
There was little evidence of periosteal reaction. 

The operation disclosed an intact cortex but be- 
neath this was a cavity containing a gelatinous, gray- 
ish-yellow granulomatous tissue mass. The cavity 
was curetted in the usual manner. 

During healing a small fistula formed, which 
promptly disappeared under roentgen therapy. A 
control roentgenogram, 5 months later, showed that 
the defect had not entirely disappeared, but had, in 
fact, enlarged slightly and was enclosed in an area of 
sclerosis. The original periostitis ossificans was di- 
minished in amount. 

This histologic picture of the removed tissue was 
practically identical with that of the reported case, 
except for the presence of cells of a more spongiose 
character (foam cells). The diagnosis was eosino- 
phile granuloma of bone. 

The third patient was a 10 year old school boy, 
who, 3 months previously, suffered a short attack of 
bronchopulmonary inflammation and, 2 months pre- 
viously, experienced some fever with a short period 
of diffuse articular pains. A month previously there 
was noted a small prominence in the region of the 
right parietal boss, somewhat tender to pressure. 
During all this time there had been some complaints 
of pain in the region of the right arm and shoulder. 


















At operation the external table of the skull over 
the prominence was found to be eroded and beneath 
this was a granulomatous tissue which was removed 
by curettement. 

Histologic examination of the tissue disclosed, as 
its most salient cellular component, cells of histio- 
cytic character (large, irregular cells with multiple 
nuclei, such as are usually encountered in the myelo- 
plastic tumors) and vast areas of globular elements 
with pallid nuclei, not unlike giant cells. There were, 
of course, some polymorphonuclear leucocytes and 
eosinophils. Biopsy of an enlarged gland in the cer- 
vical chain gave identical findings under the mi- 
croscope. 

Roentgen examination of the right humerus dis- 
closed a rather typical defect which was assumed to 
be of the same character as the described lesions. 
It, however, needs biopsy. 

This case is considered to be an example of multi- 
ple localization of an eosinophile granuloma of bone 
with diffusion to the cervical lymph glands. 

All these lesions were given roentgen therapy and 
have largely cleared up (filling of defects with bone 
tissue). All of the case reports were merely lent to 
the author and will undoubtedly be published later 
under a different aspect and with greater detail. 

From the experience here detailed, and from the 
author’s study of the literature, he concludes that 
the prognosis of these eosinophile bone granulomas 
should not be regarded too lightly, since it is his opin- 
ion that this condition is closely related to both the 
Hand-Schueller-Christian and the Letterer-Siwe dis- 
eases and may be transformed into one or the other 
of these morbid processes, which have always been 
regarded as of grave prognosis. 

Roentgenology does not offer a certain diagnosis 
of this condition; the final decision depends upon the 
histologic slide. Joun W. BRENNAN, M.D. 


Roentgenologically Demonstrable Changes at the 
Spinous Processes of the Lumbar Vertebrae 
and Their Importance in the Pathogenesis of 
Backache (Ueber roentgenologisch fassbare Veraen- 
derungen an den Lendenwirbeldornfortsaetzen und 
ihre Bedeutung fuer die Pathogenese des Kreuz- 
schmerzes). W. ScHUMANN and J. TRAUTMANN. 
Fortsch. Roentgenstrahl., 1952, 76: 579. 


Among the multitude of possible causes for back- 
ache, the authors discuss a condition which is 
caused by deformation of the spinous processes of 
the lumbar spine. This condition is also called 
Baastrup’s disease after the investigator who first 
described it in detail and reported a large number 
of cases. 

Abnormal lordosis of the lumbar spine in combina- 
tion with abnormally high spinous processes may 
lead to the so-called “kissing spine” (Brailsford and 
others). In dorsiflexion the spinous processes are 
pressed against each other. This pressure causes 
damage of the interlying soft tissue, especially the 
interspinal and interarcuate ligaments, which are 
subjected to continuous high pressure. The severe 
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pains are caused by frequently occurring hematomas 
in and around the ligaments. The authors assume 
that primary ossification occurs in the ligaments as a 
sequela to these repeated insults. The continuous 
pressure on the spinous processes causes deforma- 
tion, osteosclerosis, formation of osteophytes, and 
even ankylosis between the processes. 

The condition is observed especially in men doing 
heavy physical work, and after injuries. 

Four pertinent cases, two of which occurred fol- 
lowing injury, are described in detail. No thera- 
peutic suggestions are presented in this article. 

WERNER M. Sotmitz, M.D. 


Arteriography. Serial Arteriography, Lumbar, and 
Infradiaphragmatic Aortography (Zur Arterio- 
graphie. Serienarteriographie, lumbale, subdiaph- 
ragmale Aortographie). K. E. Loose. Fortsch. 
Roentgenstrahl., 1952, 76: 173. 


For arteriography the author prefers to use 
30 c.c. of a thoroughly warmed 7o per cent solution 
of ioduron and has always been able to procure with 
it a comprehensive demonstration of the entire 
peripheral vascular tree. The contrast material is 
injected intraarterially and against the current in a 
brief period of time. The author has never felt the 
need of a specially constructed pressure injection 
apparatus. The serial exposures are taken, as a 
rule, at approximately 3-second intervals. 

The three methods of vascular examination are 
today indispensable, in the author’s opinion, and 
are applied by him systematically, when indicated, 
in all cases of vascular disturbance. 

In the instances of obliteration of the femoral 
artery the preoperative contrast demonstration may 
not be practicable and the method of lumbar arteri- 
ography by means of injecting contrast material 
into the common iliac artery during the operation 
of lumbar sympathectomy is therefore used. 

The lumbar aortography is recognized as essential 
for the demonstration of the arteries of the pelvis 
when the obliteration is located at the bifurcation; 
however, the author favors, wherever possible, the 
method of Dos Santos, in which the contrast ma- 
terial is instilled through a catheter which is inserted 
retrogradely upward in the femoral artery toward 
the pelvic cavity. 

The infradiaphragmatic aortography is of the 
greatest importance for the demonstration of the 
kidney. Not only can the presence of a cyst or tumor 
be diagnosed, but also its size and extension. The 
method is necessary especially in tumors as it may 
demonstrate the extension of the tumor growth 
along the renal vessels to the vena cava or to the 
liver. Of great value in all of these instances is the 
demonstration of the presence of aberrant vessels. 

All three methods present the same contraindi- 
cations, that is, iodine sensitivity, hyperthyroidism, 
and liver and kidney damage. With the systematic 
administration of the serial arteriographies and the 
aortographies, the author has thus far never expe- 
rienced an accident of any sort. In every patient a 
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test for iodine sensitivity is made by raising a skin 
wheel of approximately 1 cm. in diameter with the 
contrast material on the day before the prospective 
injection. Joun W. Brennan, M.D. 


Mass Lipids, Pentose Nucleoproteins, and Proteins 
Determined in Nerve Cells by Roentgenmi- 
crography. SveN-OLor BratrcArp and HOLGER 
Hypén. Acta radiol., Stockh., 1952, Supp. 94. 


This work of the authors was presented for the 
first time at the International Congress of Medicine 
and Surgery in Turin, June 7, 1951. It consists of a 
detailed consideration of a procedufe which is 
applied for the study of the mass of nerve cells as 
well as their lipid, pentose nucleoprotein, and pro- 
tein contents. 

The procedure is based on the method of Eng- 
strém and Lindstrém for quantitative determination 
of the cell components using roentgenmicrography 
at 8-10 A. The results are expressed in terms of dry 
weight per cubic micron. The authors use x-rays 
generated at 3,000 volts and filtered through an alu- 
minum foil 9 microns thick. The microscopic section 
is mounted on the sample holder together with a 
step wedge of nitrocellulose foils and exposed to 
roentgen irradiation. Three roentgenmicrograms are 
made of fresh, frozen, and dried cells, the second and 
third after extraction of the lipids by chloroform and 
enzyme digestion of the pentose nucleoproteins, 
respectively. If the operation is done between 
15 and 30 ma., the exposure time is from 1 to 2 
minutes. 

The monograph is divided into three chapters. 
The first chapter includes the following items: a 
description of the apparatus and sample holder, a 
comparative evaluation of various photographic 
films (Gevaert’s Lippman film, Agfa mikrat film, 
and Eastman Kodak 548-0 and 649 films) used for 
roentgenmicrography, a discussion of a specially 
constructed, self-recording photomicrometer and of 
a secondary enlargement procedure employed to 
measure the density of the roentgenmicrograms, a 
critical analysis of the various factors influencing the 
photographic procedure (Eberhard effect, Kostinsky 
effect, and gelatin effect), a comparison of the ab- 
sorption of the sample in the roentgenmicrogram 
with that of a reference system consisting of 0.5 to 
5-micron thick nitrocellulose foils and an indication 
of the correction necessary for the errors caused by 
volume changes due to treatment of the specimen. 

In the second chapter the authors give a detailed 
account of the individual methods used for the de- 
termination of the lipids, pentose nucleoproteins, 
and remaining protein fraction in the nerve cells. 
The lipids are measured by a difference in weight, 
expressed in 10°? mgm./y3, after the extraction by 
chloroform at 20°C. Pentose nucleoproteins are 
determined ‘in a similar way after the digestion by 
crystalline ribonuclease free from proteolytic effects. 
Pentose nucleic acids appear to constitute about 20 
per cent of this fraction. The remaining mass repre- 
sents the residual cell proteins. The factors leading 


to systematic and random errors are also discussed. 
The over-all random error in a single roentgenmicro- 
graphic determination amounts to +3.5 per cent. 
The third chapter deals with the application of the 
method to (1) the nerve cells from Deiters’ nucleus, 
(2) the spinal ganglion cells, and (3) the Purkinje 
cells. The results obtained show that the chemical 
composition of these 3 cell types differs quantita- 
tively with respect to lipids, pentose nucleoproteins, 
and proteins. The nerve cells of Deiters’ nucleus are 
characterized by a high weight and large amounts of 
lipids and pentose nucleoproteins. In the spinal 
ganglion cells the fractions of the lipids and pentose 
nucleoproteins are considerably lower than the cor- 
responding values of the Deiters’ cells. The Purkinje 
cells analyzed may be divided into three groups 
with respect to weight—heavy, intermediate, and 
light cells. The lipid fraction is about the same in all 
groups, but the pentose nucleoprotein fraction is 
twice as high in the heavy and intermediate cells 
as in the light cells. T. Levcutia, M.D. 


Contributions to the Theory and Technique of 
Quantitative Autoradiography with P*; with 
Special Reference to the Granulosa Tissue of 
the Graafian Follicles in the Rabbit. Erix 
OvEBLAD. Acta radiol., Stockh., 1952, Supp. 93. 


The present thesis derived from a desire to find 
methods which would yield information about the 
biology of the granulosa tissue of the ovarian follicle. 
The preparative isolation of an ovarian follicle for 
radioisotope analysis would have been very difficult, 
or perhaps impossible. Methods for determination of 
the amounts of isotopes in histological sections 
seemed to overcome such difficulties. Previously re- 
ported work in autoradiography indicated to the 
author the possible value of this technique in his 
endeavors, It was soon realized, however, that ac- 
curate interpretation would be possible only if the 
autoradiography were to be approached quantitative- 
ly. Such an undertaking posed numerous unsolved 
problems. The report which followed was an account 
of the investigations of the theoretical and technical 
considerations which evolved incident to this partic- 
ular study. 

The major portion of the article dealt with details 
of design and operation of the equipment, and with 
the theoretical treatment of data associated with 
various aspects of photographic film characteristics 
and the processing of histological and autoradio- 
graphic preparations. 

The analytical basis for quantitative autoradio- 
graphic interpretation was developed and applied to 
a study of granulosa tissue. A standardized auto- 
radiographic technique was elaborated, permitting 
the use of common x-ray film under controlled devel- 
opment. A photometric system was contrived to 
analyze areas of 100 microns diameter. Exposure 
was shown to be proportional to the amount of p® in 
any considered infinitesimal system of autoradio- 
graphic exposure. Calculation of a constant ex- 
pressing the relation between a known amount of p® 
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and photographic density made it possible to deter- 
mine unknown amounts of p* in tissues, care having 
been taken to reproduce geometrical relations during 
exposure. 

The procedural part of the biological study con- 
sisted of the administration to rabbits of a definite 
amount of radioactive orthophosphate intravenously 
at various intervals before sacrificing the animals. 
The ovarian tissues were prepared histologically, 
autoradiographed, and subjected to photometric 
analysis. The quantitative evaluation was preceded 
by a qualitative one in order to establish a suitable 
geometry (topographical and spatial congruency). 
The photographic densities of selected regions were 
recorded and the concentrations of p* in the cor- 
responding volumes of tissue were expressed in dis- 
integrations of p*? atoms per 1,000 cubic microns of 
tissue. The results obtained by this method were 
compared with those using the Geiger-Miiller tube. 
Agreement was satisfactory on the basis of gross 
counts, with the use of follicular fluid. 

Some preliminary observations on ovarian tissues 
were recorded. The data were summarized in two 
graphs which plotted the number of atoms of p® per 
1,000 cubic microns of granulosa tissue at different 
intervals after the injection of 1 millicurie of p® per 
kilogram of body weight. On the same graphs were 
plotted (for comparison) the p* uptake of normal 
granulosa, normal follicles, and atretic follicles. The 
concentration of p* in the granulosa tissue appeared 
to increase rapidly during the first hour and was then 
relatively constant or slightly increased during the 
48-hour period. The same appeared to hold for atre- 
tic follicles during the 24-hour period. The p® con- 
centration of atretic granulosa tissue appeared to be 
about half the concentration of that in normal gran- 
ulosa. In the follicular fluid the concentration of p*? 
was about half that in the granulosa tissue. For 
interstitial gland there was a peak at 6 hours. After 
24 hours the concentration became rather constant. 

At least three problems are mentioned by the au- 
thor as being obstacles to the ready interpretation of 
metabolic mechanisms through quantitative auto- 
radiography. These are discussed briefly. 

Epwarp D. Hupack, M.D. 


Functional X-ray Diagnosis with Labeled Dyes 
(Funktionelle Strahlendiagnostik durch etikettierte 
Roentgenkontrasmittel). H. Orser and H. Br- 
LION. Fortsch. Rontgenstrahl., 1952, 76: 431. 


Only cholecystography and intravenous pyelogra- 
phy enable us to visualize the anatomical conditions 
in the gallbladder and the kidney. The authors 
labeled biliselectan and uroselectan with radioac- 
tive iodine (I'') as a means of investigating the 
functions of these organs. The dosage was generally 
about 100 microcuries. 

Before and during the examination of the gall- 
bladder the patient received a well balanced diet in 
order to maintain a balanced metabolism.  Pri- 
marily, an attempt was made to exclude the in- 
fluence of the diuresis. The biliselectan was given 
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orally and intravenously. In the case of the oral 
application, the measurements for activity over the 
gallbladder region were made every 3 hours and 
x-ray films were taken every 12 hours. For the in- 
travenous application the time for the measure- 
ments was changed. X-ray films were taken after 
1 or 2 hours. The thyroid region was also examined 
for radioactivity. 

Before the intravenous application of the uroselec- 
tan in the kidney examination, a catheter was in- 
troduced in the ureter and its position was roent- 
genologically controlled. After the injection of the 
dye, the urine was separately collected at intervals 
of 2, 3, and 5 minutes. X-ray films of the kidney 
were taken usually after 10 or 20 minutes. The col- 
lected single portions of the urine were carefully 
measured for volume and radioactivity. The thy- 
roid region was also investigated for radioactivity. 

Subsequently, the author shows the results of this 
method in several cases. The findings in these cases 
are illustrated by several charts which show that 
this method is of clinical value in the various dis- 
eases of the gallbladder, liver, and kidney. Further- 
more, he states that the measurements over the 
thyroid region were negative. 

ERIcH STRASSER, M.D. 


The Fundamental Concepts and Practical Results 
of Using High Voltages (Grundlagen und Ergeb- 
nisse der Hartstrahltechnik). F. WACHSMANN, 
K. BREUER, and E. BucHuerm. Fortsch. Roentgen- 
strahl., 1952, 76: 147. 


The authors, who are evidently engineers, have 
been investigating the possibilities of roentgen diag- 
nosis with intensities of more that too kv. They do 
not think that the term high voltage, or hard ray 
technique (Hartstrahltechnik), should be used for 
intensities of less than 100 kv. The apparatus used 
for experimental purposes develops tensions up to 
180 kv. 

Theoretically, the high voltage technique would be 
of advantage in diagnostic roentgenology in that 
there would be less absorption of the ray by the 
tissues being examined and more of the ray pene- 
trating the object being examined and registering 
on the film. The harder ray would reduce the dosage 
necessary for blackening of the film and this reduc- 
tion would be of advantage both in the matter of 
saving in wear on the roentgen tube and in reducing 
the likelihood of a harmful dose to the skin areas 
lying next to the tube. This possibility is becoming 
of more and more importance as roentgenologic 
technique for examination is drifting more and more 
toward the exposure in series, such as that employed 
in roentgen cinematography. 

The principal objection to the method with higher 
voltages seems to lie in the fact that the roent- 
genologist feels that the film taken with the harder 
ray shows less contrast. The wealth of detail which 
is procured with the lower voltages in the bone 
tissues tends to fade out and lose distinctness with 
the higher voltages. The contrast between the bone 
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tissue and muscle, for instance, also seems to lose in 
the change from the softer to the harder ray. 

However, a considerable amount of this lack of 
distinctness is not the result of the greater pene- 
trative power of the harder ray, but is a consequence 
of the greater amount of secondary radiation given 
off by the harder ray.: The failure to cast a deep 
shadow results from the differences in permeability 
of the tissues photographed (reduction of propor- 
tionate absorptive capacity). 

In an effort at estimating and obviating, in so far 
as possible, this secondary radiation effect, the 
author constructed two phantoms patterned in es- 
sence from those described by Nelson (Acta radiol., 
1949, Supp. 76). The first phantom consisted of 
aluminum plates of varying thicknesses and the 
second of a plate of plastic (trolitul), of practical 
water equivalence. Depressions of varying depths 
were bored out in this plate. The phantoms were 
roentgen-photographed through 15 cm. of water 
(water phantom). 

Working with these phantoms, the authors were 
able to show that with the aid of adequate dia- 
phragms and intensifying screens useful and indeed 
superior films are obtainable. 

Joun W. Brennan, M.D. 


MISCELLANEOUS 


Direct Irradiation of Carcinoma of the Liver and 
Biliary Tract by the Use of Radioactive Iodine 
(I'3!1) in Tetraiodophenolphthalein.) GLover H. 
COPHER, VERNON H. WALLINGFORD, WENDELL G. 


Scott, and Others. Am. J. Roentg., 1952, 67: 964. 


The chemical preparation of tetraiodophenol- 
phthalein containing radioactive iodine (I-131), and 
its experimental use in dogs and in 4 patients is 
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described in detail. Since the ability of tetraio- 
dophenolphthalein to concentrate within the gall- 
bladder has been well known and used in chole- 
cystography for a number of years, the authors 
hoped that selective irradiation of malignant neo- 
plasms involving the biliary tract could be accom- 
plished by this technique. 

Experimental use of this substance in animals 
revealed that the radioactive compound was me- 
tabolized and excreted in the same fashion as the 
stable compound. The lethal dose of the two was 
the same (more than 0.20 gram per kilogram), 
However, calculations revealed that the radiation 
delivered to the gallbladder wall was small, i.e., 
go total roentgens equivalent physical, due to both 
beta and gamma radiation. Only questionable evi- 
dence of cell destruction was found on microscopic 
examination of the autopsied specimens. 

The liver dosages in 3 different animals averaged 
420,000 roentgens in 24 hours on the seventh day 
after injection. This figure was thought to be 
within the cancerocidal range, according to pre- 
vious concepts of volume dose. Convincing evi- 
dence of cell destruction was not found, however. 

The case histories of 4 patients with biopsy- 
proved metastatic carcinoma of the liver treated 
with radioactive tetraiodophenolphthalein are in- 
cluded. Only 1 of the 4 gave any indication of 
having benefited from the therapy. In this in- 
stance the tumor persisted, but did not progress, 
The period of follow-up was not stated. 

The authors conclude that radioactive tetraio- 
dophenolphthalein does not produce radiations in 
sufficient quantity to be therapeutically effective 
in malignancy of the gallbladder, but that it may 
possibly be effective in treating malignancies in- 
volving the liver. GLADDEN V. Ettiort, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Healing of Wounds in the Presence of Anemia. 
DonaLp F. WATERMAN, F. Ross BIRKHILL, CoNn- 
RAD L. Prrani, and STANLEY M. LEVENSON. Sur- 
gery, 1952, 31: 821. 

A marked progressive nutritional milk anemia 
was produced in albino rats. After weaning, one 
group was fed unsupplemented pasteurized cows’ 
milk. Another group was fed pasteurized cows’ milk 
and supplemental iron and a third group was fed 
commercial chow diet. The healing of open 8 mm. 
wounds was followed by serial photography and the 
defects on the film were measured by a planimeter. 
The tensile strength at 3, 5, 7, 9, and 11 days of 
abdominal wounds 3 cm. in length and sutured with 
through-and-through steel wire was determined by 
inflating an intra-abdominal condom and measuring 
the tension necessary to disrupt the abdominal 
wound completely. 

Even though the anemic group of rats developed 
hemoglobin concentrations of from 5 to 7 gm. of 
hemoglobin per roo ml. of blood, there was no sta- 
tistical difference in the healing time of open or inci- 
sional wounds between the anemic group and the 
control group. The rats fed on milk with or without 
iron did not gain weight as rapidly as the chow-fed 
controls. The plasma protein levels were normal in 
all groups. About one-half of the rats which were 
given milk without iron supplementation became 
anemic before the remainder of the group. Thus 
there were two groups: short-term and long-term 
anemic animals. Although the healing times were 
of probable significance, the difference may have 
been due to the difference in ages, for it has been 
shown that younger animals tend to heal faster. 
Similarly, the difference in healing times of the 
short-term and long-term chow-fed rats is highly 
significant as it demonstrates the “‘pure”’ effect of 
age on healing not complicated by dietary de- 
ficiencies. 

An initial lag period in the healing curve was not 
observed. A contraction of the wound area was 
noted within the first day followed by a 1 to 2 day 
lag. Wound closure proceeded rapidly until the 
ninth day, then healing slowed progressively until 
complete healing was reached. 

Jerry A. StrrMan, M.D. 


The Effect of Surgery on the Plasma Levels of the 
Individual Essential Amino Acids. TiLpEeNn C. 
EveRSON and Mary JANE FRITSCHEL. Surgery, 
1952, 31: 226. 


Since previous investigations have shown an in- 
creased excretion of nitrogen and a decrease in the 
plasma alpha amino acid nitrogen level following 
surgery or trauma, the authors have studied the 


effect of surgery on the plasma level of each of the 
free essential amino acids. Daily determinations of 
these levels were made on 16 patients. Following 
surgery, the plasma levels of the individual essential 
amino acids decreased below the preoperative plas- 
ma levels. The plasma levels of 7 of the 10 essential 
amino acids returned to those present on the pre- 
operative day. Lysine returned to the preoperative 
plasma level by the third postoperative day. 
Threonine and arginine did not return to the pre- 
operative mean plasma levels until the seventh post- 
operative day. 

Ten dogs were then subjected to 2 hours of ether 
anesthesia without surgery and the findings were 
similar. It is suggested that this decrease during 
surgery and anesthesia may be due to the increased 
secretion of adrenalin. 

Rospert Mayo TEneErY, M.D. 


Plastic Surgical Closure of Decubitus Ulcers in 
Paraplegics as the Result of Civilian Injuries. 
JeRoME GELB. Plastic & Reconstr. Surg., 1952, 9: 
525- 

The operative repair of decubitus ulcers in para- 
plegics resulting from civilian injuries compares 
favorably with that among veteran paraplegics. 

The operation which produced the best results was 
excision of the ulcer and the surrounding scar tissue 
with removal of the underlying bone. Pedicled flaps 
with split-skin grafts were used for closure. The 
operation was performed on an older group of para- 
plegics and can be used in arteriosclerotic, debili- 
tated, and neuropathic patients who frequently have 
decubitus ulcers as a complication of their under- 
lying disease. 

The occurrence of a hematoma is the most com- 
mon postoperative complication. Infection has not 
been a factor in the wound healing of these ulcers. 

Plastic surgery for paraplegics must be integrated 
with a rehabilitation program, the ultimate aim of 
which is to provide the patients with the best pos- 
sible physical and vocational future. 

SAMUEL Kann, M.D. 


EXPERIMENTAL SURGERY 


The Course of Anterior Hypopituitarism. Douc- 
LAS HusBLe. Lancet., Lond., 1952, 262: 1123. 


The anterior pituitary lobe secretes six, and pos- 
sibly seven, separate hormones. There are three 
sex hormones — the follicle-stimulating hormone 
(F.S.H.), the luteinizing (L. H.) or interstitial-cell- 
stimulating hormone (I.C.S.H.), and the luteotropic 
(L.T.H.) or lactogenic hormone. The growth factor 
(G.H.) is a hormone operating directly on tissues. 
The remaining two—the adrenocorticotrophic (A.C. 
T.H.) and the thyrotrophic (T.S.H.)—act by stimu- 
lation of another endocrine organ. 
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There are but two secreting cells in the anterior 
pituitary lobe—the eosinophils and the basophils. 
These must be responsible for the production of all 
the hormones. There are many conditions in which 
some diminution of anterior pituitary function can 
be proved or assumed. Eleven examples of anterior 
hypopituitarism are described. These include ex- 
amples of genetic deficiency of the pituitary hor- 
mones of growth and sex, cases of anorexia nervosa 
and celiac disease, and examples of Sheehan’s syn- 
drome in which partial destruction led to gradual 
failure of the trophic hormones. A man with 
hemochromatosis is described, in whom gonado- 
tropin and androgen deficiency was demonstrated 
for some time before death, and the deposit of iron 
in the pituitary was shown to be almost confined to 
the basophil cells. 

Whether the hypopituitarism is the result of mal- 
nutrition, psychological depression, or destructive 
disease processes, the sex hormones are always 
affected first. With the failure of the sex hormones 
in destructive lesions goes also the production of 
adrenal androgens. Clinical evidence of failure of the 
thyroid gland or of the adrenal cortex may never 
appear, as in malnutrition or anorexia nervosa, but 
it may appear as late as 20 years after the initial 
failure of the sex hormones. The linkage of the 
adrenal androgens with the gonads, as the first 
result of anterior pituitary failure, may depend on 
the joint control of the adrenal androgens by the 
luteinizing, and the adrenocorticotrophic hormones. 

The production of growth hormone, like that of 
the sex hormones, may be deranged under similar 


conditions, although this awaits final proof. 

The body maintains, for as long as possible, its 
homeostatic functions, which procure the stability 
of the milieu interne despite malnutrition, abnormal 
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psychic states, and destructive lesions of the anterior 
pituitary lobe. The less important functions of sex 
and, possibly, growth succumb first to any consider- 
able assault. This provides another illustration of 
the so-called “order of sacrifice” in the body’s 
economy. SAMUEL Kaun, M.D. 


Simple One-Stage Method of Hepatectomy in the 
Dog. J. Markowitz, WALLACE Lotto, J. ARcut- 
BALD, and H. G. DowntE. Arch. Surg., 1952, 64: 766. 


The authors describe a method of performing at 
one sitting a complete hepatectomy in dogs, with a 
minimum of physiological disturbance. It is based on 
the introduction of a siliconed pyrex glass cannula 
into the inferior vena cava in such a manner as to 
reconstitute it, and the rapid performance of an Eck 
fistula below this cannula. 

Liverless dogs so prepared require dextrose every 
hour in quantities which slowly increase from 4 gm, 
per kilogram per hour. After a period which varies 
between 12 and 30 hours, the dextrose injections be- 
come ineffectual in restoring the animals to a normal 
condition; they become comatose and spastic, breathe 
peculiarly, go into convulsions, and die. During their 
life they become jaundiced, their urine becomes 
loaded with uric acid, and their protein catabolism 
breaks down, an extraordinarily rapid pulse devel- 
ops, and they show a remarkable hemorrhagic tend- 
ency so that the incisions may bleed. If they live 
long enough, their blood clots poorly or fails to clot; 
they become anuric and then finally die. It is note- 
worthy that their survival is facilitated by massive 
dosage with penicillin but that essentially the clin- 
ical picture is unchanged, being merely prolonged for 
a number of hours. The authors state that the cause 
of death in liverless animals is as yet unknown. 

Exy Ex.iotr Lazarus, M.D. 





